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The President’'s Commission on
Mental Health

The Commission was established by Executive Order No. 11973, signed by
President Carter February 17, 1977, to review the mental health needs of the Nation
and to make recommendations to the President as to how the Nation might best
meet these needs.

The Commission held public hearings across the country, and received the
assistance of hundreds of individuals who comprised special fact-finding task panels.

These task panels, made up of the Nation’s foremost mental health authorities
and other volunteers interested in mental health, produced and submitted to the
Commission the reports which are contained in the Appendices to the Commission’s
Report.
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The Report lo the President from the President's Commission on Mental Health
consists of four volumes:

Volume | contains the Commission’s Report and Recommendations to the
President.

Volumes I, 11, and IV are Appendices to the Report, These contain the reports
of task panels comprised of approximately 450 Individuals from throughout the
country who volunteered their expertise, perceptions, and assessments of the
Nation's mental health needs and resources in specific categories.

Although the Commission has adopted certain of the options proposed by the
task panels, the opinions and recommendations contained in the panel reports
should be viewed as those of the panel members; they do not necessarily reflect the
views of the Commission. Rather, their publication is intended to share with the
public the valuable information these indivicduals so generously contributed to the
Commission,

The President’s Commission on Mental Health

Rosalynn Carter, Honorary Chairperson

Thomas E. Bryant, Chairperson Florence Mahoney
Ruth B. Love, Vice-Chairperson Martha L. Mitchell
Priscilla Allen Mildred Mitchell-Bateman
Allan Beigel Harold Richman
José A, Cabranes Julius B, Richmond, Ex-Officio
lohn ), Conger Reymundo Rodriguez
Thomas Conlan George Tarjan
Virginia Dayton Franktin E. Vilas, Ir.
LaDonna Harris Glenn E, Watts
Beverly Long Charles V. Willie
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Letter of Transmittal

THE WHITE HOUSE

WABHINGTON

The President
The White House
Washington, 1.C,

Dear Mr. President:

We present for your consideration the Fimal Report of the President’s Commis-
sion on Mental Health,

The one-year study we undertook at your direction has convinced us that a
substantial number of Americans do not have aceess to mental health care of high
quality and at reasonable cost. For many, this is because of where they live; for
others, it is because of who they are—their race, age, or sex; for still others, it is
because of their particular disability or economic circumstances,

Mental health services in this country are located predominantly in urban areas.
For those who live in rural areas, small towns, and many of the poorer sections of
the Nation's cities, specialized mental health facilities and personnel are frequently
nonexistent, and the services available are rarely comprehensive.

For many members of America’s ethnic and racial minority populations, the
mental health personnel and services that are available are either inadequate or fail
to take into account their different cultural traditions. .

Many children, adolescents, and older Americans do not have sufficient access
to services or to personnel trained to respond to the special needs which are
characteristic of their ages.

While not enough is known about the causes and treatment of chronic mental
illness, we do know that thousands who are so disabled receive deplorably
inadequate assistance. .

Our study has also convinced us that, for the long run, the Nation will need to
devote greater human and fiscal resources to mental health, We now devote only 12
percent of general health expenditures to mental health. This is not commensurate
with the magnitude of mental health prohlems and does not address the interdepend-
ent nature of physical and mental health. We must begin now to seek a realistic
allocation of resources which reflects this interdependence.
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Further, since over half the dollars for mental health eare are still spent in - large
State Institutions and mental health-related nursing homes, there s an urgent need
for a natlonal policy that witl alter the current balance of mental health expendlitures
In order to develop needed community-hased services,

Despite shortcomings and inequities, the foundation exists for reaching the goal
of making high quality public and private mental health services avallable at
reasonable cost to all who neeed them, To bring us noarer this goal, durlng the next
decade we must;

—Develop networks of high quality, comprehensive mental health services
throughout the country which are sufficlently flexible to respond to changing
clreumstances and to the diverse racial and cultural backgrounds of individuals,
Wherever possible these services should be in local communities,

— Adequately finance mental health services with public and private funds so that
care Is available at reasonable cost, '

—Assure that approprigtely trained mental health personnel will e available
where they are needed.

— Make available where and when they are needed serviees and personnel for
populations with special needs, such as children, adolescents, and the elderly,

—Establish a national priority to meet the needs of people with chronic mental
illness,

—-Coordinate mental health services more closely with each other, with general
hoalth and other human services, and with those personal and social support
systems that strengthen our neighborhoods and communities,

—Broaden the base of knowledge about the nature and treatment of mental
disabilities.

— Undertake a concerted national effort to prevent mental disabilities.

— Assure that mental health services and programs operate within basic principles
protecting human rights and guaranteeing freedom of choice.

To achieve these objectives, we cannot rely solely on the Federal Government,
We must have a strategy developed and implemented by partners—the private sector
with the public sector, the Tederal Government with State and local governments,
those working in mental health with those working in general health and related
sorvices. In these new arrangements we must define more clearly areas of
responsibility and accountability.

In this year, we have come to a much deeper appreciation of the complexities
of mental health and mental illness, Because each involves complicated interactions
among so many diverse factors, society’s perceptions of them are constantly
changing.

We believe our recommended goals and directions are sound for now. They
can serve as guides to progress over the next few years. But many of the issues we
have addressed will themselves change over time. New knowledge will broaden
understanding and may necessarily lead to different approaches,

With the submission of this Report, we complete our work.

We;i,vish to thank you for this opportunity and for your support. We wish to
express our particular appreciation to our Honorary Chairperson, Rosalynn Carter.
Her dedication to improving care for those in need has given us forceful leadership
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and sparked o spinit of excltement and hope around the countty, Far this, all who
have been affected by mental health problems and all who work in this flold are

graleful,

Respectiully,

The Prosident's Commission on Mental Health,

by .. -
Thomas E. Bryant, Chairpersont

Ruth B, Love, Vice-Chairperson
Priscilla Allen

Allan Beigel

José A Cabranes

John ). Conger

Thomas Conlan

Virginia Dayton

LaDonna Harris

Beverly Long
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Mental Health in America: 1978

Introduction

In the United States today, menta! health care of high gquality amd reasonable
cost should be teadily available o all who need it

This is not the case.

We ate inmptessed with the progress that has been made in this ditedion. We
ate equally impressed by what has not occurred.

The mentdl health services system which curtently exists is slill in 8 stale of
evolution. It combines public and private personnel, facilities, and financing without
clearly established lines of tesponsibility or atccountability.

For some Americans this system prosents few problems. They are able to obtain
the care they need. -

For too many Amcricans this does not teeur. Despite nm)mvm\ems in Ihe
system, there are millions who remain utserved, underserved, or inappropriately
served,

< Because of where they live or because ol finandal barriers, fat too iy
Americans have no access to mental bealth care,

— Berause the services available to them are limited o not sufficientty responsive
to their indwidual cireumstances, far too many Americans <o nat receive the kind of
care they newd

—Because of their age, sex, race, cultural background, or the natire of their
disability, far too many Americans do not have access to personnel tained to
respond to their special heeds,

In the pages that follow, we present our findings and recommendations for
dealing with these and other problems we have observed and encountered. Because
we are a public commission, we have concentrated our attention primarily on
publicly funded mental health efforts, Many of our proposed solutions to problems
have implications for private mental health practitioners and for private mental
health institutions.
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Findings and Assessment

Wilhdn the past quatter of a cerilury a number of significant developments have
shiaped Asmerg@'s  fesponse to the needs of those with mental and emotional
problems..

—Ba#ic resexiich in America and abroad folfowing World War | contributed to
the development of more effective psychoadtive drugs and forrms of psychotherapy,
each of whicte madke possib le the relkase of housanis of patierts from lrge mental
irstitutiorss. :

—The €inal areport of the Joint Cormmissionon Merlal Mlizess and Healh, publ ished
im-196], placed skrong. emphasis on community-bhasexd services by «<alling for a
reduction in size and, whesre appropriate, the closing of Fage State hospitals; the
developraent of mesntal healh services in local cormmusniiies; and the upgradeng of
quality ofF care= in rezmaining. smaller Slate hospitals s0 that pratients could be retamed
as quidly as possible to their communities.

~The “Merstil Relardation Faciliies and Comymunity Mental Hesilth Centers
Construction Ad of 1963, plus subsequent amendmients, pravided the programsmatic
vehicle far estiblishing a network of publicly funded community rnental kealth
centers Ibnougshout the courlry.

—~Mijor inevestrsents by the Federal CovemrTent in lra inirng nental kealth
professiols ind a dramalic fise in the number and types of mental Fealth
persosnie, inc lidinrg parapralessionals, have resulled in a marked incresase in envtal
haealth care praovidezss in both the public and privates sectors -

- Fedenl joiliatdves in health care financing programs, such 2s Medicre and
Mediciicd, aned an  expansion of benefits in social service prograrms fave in some
Sttes enablecd a lawger numsber of people with mental disitrilities to live2in theixown
comnaunlies Fnsteaed of State hospitals.

— A it Commeision or the Mental Heilth of Childrery was establ Eshed in 1965
to addess thee problerns of inadequate rmental bealth services for childrem and
adolesscents, Even though many of ils recornmendations were rot aced upon, ome
resulted #n adadiioraal senvices for children and ado lescents.-

~The civil rights and consumer movements havebeey the impetus for legishtive
and coetag@vlies whi<h have accelerated the relense of patients fronr large rmental
institutions,

—Rdooms o Stale faws have led to changes in comsitment proced ures, and
court de<isiors emephasizing patients’ rights have sel ainipnum sia ndards for patient
care 30 ixstifuctions..
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Before these developments occurred, large, generally isolated, State mental
hospitals were the mainstay of America’s publicly funded mental health services
system; approximately 75 percent of all the people who received care were residents
of the institutions in which they received that care. Now three of every four persons
receiving formal mental health care are outpatients in public and private settings.
More inpatient care in public and private facilities is also available in local

communities. While the number of people in State hospitals has declined from more
than 550,000 in 1955 to less than 200,000 in 1975, State hospitals continue to
provide a major portion of long-term care for those with chronic mental illness,

An increase in the numbers and types of mental health personnel and in the
range of services they provide has accompanied this shift in the location of mental
health services.

The supply of psychiatriste, psychologists, psychiatric social workers, and
psychiatric nurses has more than doubled. They have found employment not only in
hospitals, clinics, and other mental health facilities, public and private, but also in
such diverse settings as courts, correctional institutions, and schools.

Many other categories of professiomal and paraprofessional mental health
workers now are involved in providing care. These include marriage, sex, and family
therapists; counseling and guidance personnel; recreational, arn, music, drama,
dance, and vocational therapists; and alcoholism and drug abuse counselors.
Paraprofessionals comprise almost hall the patient care staff of mental health
facilities.

Beyond this, many people whose work is not primarily in the mental health
area, such as primary care physicians, clergy, teachers, and public health nurses, are
actively engaged in helping people with mental and emotional difficulties.

The dollars devoted to providing mental health services have also increased
markedly. In the late 1950's the direct cost of mental illness was estimated to be
$1.7 billion a year. By 1976 the direct costs of providing mental health services was
about $17 billion, approximately 12 percent of all health costs. Over 50 percent of
these expenditures were for services provided in nursing homes and public mental
hospitals,

The Underserved ,

Despite progress, many persons who should have benefited from these changes
still receive inadequale care. This is especially true of people with chronic mental
iliness, of children, adolescents, and older Americans.

Racial and ethnic minorities, the urban poor, and migrant and seasonal
farmworkers continue to be undersenved.

In rural America there are few facilities and few people trained to provide
mental health care.

Changes in public attitudes have led to an awareness of the lack of appropriate
services for many women and for such groups as Vietnam veterans, the deaf, and
others with physical handicaps.

By concentrating on the difficultes these Americans experience in obtaining
care, we can see more clearly the fundamental problems in planning, organizing,
delivering, and financing mental health servic.s throughout the mental health
system. "

The plight of the chronically mentally ill itlustrates the difficulties that exist in
developing comprehensive service systems in local communities. There are people

4
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who have severe mental disabilities which often persist throughout their lives. Some
require a sheltered environment, some need a variety of services, and some need
only periodic assistance. There are still other chronically disabled individuals who
achieve a high level of independent functioning. As a group they are the individuals
who are, have been, or in earlier times might have been residents of State mental
hospitals and who were intended to benefit most from the shift to community-based
care,

A basic premise of the movement toward cormmunity-based services was that
care would be provided in halfway houses, farnily and group homes, private
hospitals and offices, residential centers, foster care settings, and community mental

‘health centers. Social and human services were lo have been integrated with more

formal mental health care, resulting in a complete range of services.

In the few communities that had this broad range of services, many patients
made effective transitions from State hospitals to the community. The majority of
communities, however, did not have the necessary services, were not given proper
assistance to develop thern, or enough time lo prepire to receive returning patients.

Time and again we have leamned—from testimony, from inquiries, and from the
reports of special task panels—of people with chionic mental disabilities who have
been released from hospitals but who do not have the basic necessities of life. They
lack adequate food, clothing, or shelter. We have heard of woefully inadequate
follow-up mental health and general médical care. And we have seen evidence that
half the people released from large mental hospilais are being readmitted within a
year of discharge. While not every individual can be treated within the community,
many of the readmissions to State hospitals could have been avoided if comprehen-
sive assistance had existed within their communities.

Because sufficient services and appropriate financial assistance are not available,
many people with chronic mental illness have no choice but to live. in poorly
maintained boarding homes or cheap occupancy hotels and rooming houses.
Because public and private health insurarce programs provide insufficient outpatient
benefits, many, both young and old, who could be cared for in community settings
end up in nursing homes, whn:h often are not equipped to serve patients with
mental health needs.

These needs cannol be met unless we make basic changes in public DD|IC|ES :
and programs, particularly in how we plan, coordinate, and finance mental health -
care. There must be a much clearer delineation of responsibility and ax:c:ountabxhty
for the care delivered to this population.

It makes little sense to speak about American society as pluralistic and culturally
diverse, or to urge the development of mental health services that respect and
respond to that diversity, unless we focus atiention on the special status of the
groups which account for the diversity, whether defined in terms of race, ethnicity,
sex, age, or disability.

According to the 1975 Special Census, the population of America includes 22
million Black Americans and 12 million Hispanic Americans. There are 3 million

“Asian and Pacific Island Americans and 1 million American Indians and Alaska

Natives. Appropriate services are not available to many of them, even though social,
economic, and environmental factors render them particularly vulnerable to acute
and prolonged psychological and emotional distress.

Too often, services which are available are not in accord with their cultural and
linguistic traditions. The number of Asian and Pacific Island Americans utilizing
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mental health services increases dramatically when services take into account their
cultural traditions and patterns. Language barriers prevent many Hispanic Americans
from seeking care, and when they do seek it the absence of bilingual personnel can
reduce the effectiveness of treatment. Government funded or operated programs
often ignore existing cultural, social, and community supports in the American
Indian community.

A frequent and vigorous complaint of minority people who need care is that
they ofter feel abused, intimidated, and harassed by non-minority personnel. Like
everyone ¢lse, minoities feel more comfortable and secure when care is provided
by practitiorers who- come from similar backgrounds. Yet fewer than 2 percent ot all
psychiatrists in Armerica are Black. The percentage of Hispanic American psychiatrists
is even lower, and there are only 13 psychiatrists in the country who are American
Indian. A recent sunvey by the American Psychological Association estimates that of
all the dodorallevel health services providers in psychology, 0.9 percent are Black,
0.7 percent are Astan, 0.4 percent are Hispanic, and 0.1 percent are American
Indian. .

seasanal and migrant farmworkers and their families, many of whom belong to
racial minorities, represent a population of approximately five million which. has
been almaost completely excluded from mental health care. The constant mobility as
they mowve from place to place in search of work frequently prevents them from
obtaining any <are, let alone continuity of care.

The common bond among these racial and ethnic minority groups is that all
encompass people whose basic mental health needs have not been sufficiently
understoad by those involved in the planning and delivery of mental health services.

just as there are special mental health needs that relate to cultural and racial
diversity, there are special needs that relate to age.

Our laws ard public policies affirm the principle that every American child
should have the opgortunity to realize his or her full potential. Appropriate mental
health care canbe esential for the realization of this potential.

As the Comemission traveled throughout America, we saw and heard about oo
many children and adolescents who suffered from neglect, indifference, and abuse,
and for whom appropriate mental health care was inadequate or nonexistent. Too
many Arnerican children grow to adulthood with mental disabilities which could
have been addressed more effectively earlier in their lives through appropriate
prenatal, infant, and early child development care programs.

Troubled children and adolescents, particularly if they are from racial minorities,
are 100 often placed in foster homes, special schools, mental and correctional
institutions without adequate prior evaluation or subsequent follow-up. Good
residential facilities specializing in the treatment of special problems are in short
supply.
During the past wo decades, many adolescents have struggled to adapt to rapid
social changes and conflicting, often ambiguous, social values. There has been a
dramatic incresse in the use and misuse of psychoactive drugs, including alcohol,
among young people and nearly a three-fold increase in the suicide rate of
adolescenls. .

Services that reflect the unique needs of children and adolescents are frequently
unavailable. Qur existing mental health services syslem contains too few mental
health professiomals and other personnel trained to meet the special .needs of
children amd addlescents. Even when identified, children’s needs are too often
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isolated into distinct categories, each to be addressed separately by a different
specialist. Shuttling children from service to service, each with its own label, adds to
their confusion, increases their despair, and sets the pattern for adult disability.

At the other end of the age spectrum, the 23 million Americans over the age of
sixty-five—one-third of whom are below the official poverty line—constitute another
large segment of the population underserved by our current mental health care
system.

The prevalence of mental iliness and emotional distress is higher among those
over age sixty-five than in the general population. Up to 25 percent of older persons
have been estimated to have significant mental health problems. Yet only 4 percent
of patients seen in public outpatient mental health clinics and 2 percent of those
seen in private psychiatric care are elderly.

Part of the problem is attitudinal. Too often the elderly are told, and many
believe, that adverse psychological symptoms are natural aspects of growing old.
Senility is a term loosely applied to thousands of older Americans, yet as many as 20
to 30 percent of those so labeled have specific conditions that can be diagnosed,
treated, and often reversed.

The elderly are subjected to multiple psychological stresses brought about by
such things as social isolation, grief over loss of loved ones, and fears of illness and
death. Yet there are almost no outreach efforts or in-home services in existing mental
health programs to bring them into contact with the kinds of services they need. The
personnel who are available to help them are often inadequately trained to address
their special concerns. Instead, we confine our older citizens to nursing homes
where good mental health care is seldom available.

Most of the problems we have described are expressed in terms of the needs of
special segments of the population. They refer to individuals who do not receive
adequate mental health care because of who they are.

This is also true for women. Many do not receive appropriate care from the
mental health service systemm. The rapidly changing role of women has left many
traditionally trained mental health practitioners ill-prepared to deal with the new
problems that women face as a result. We know that women have expressed
realistic concerns about the quality of their lives and their place in our society.
Many report that the response of the mental health services system is often
reatrment” aimed at encouraging them to accept the status quo and their “natural”
position in life. We are concerned by the failure of mental health practitioners to
recognize, understand, and empathize with the feelings of powerlessness, alienation,
and frustration expressed by many women.

Other Americans do not receive adequate care because of where they are.
While this is particularly true of those who live in rural America, it is also true of
Americans who live in small towns and in the poorer sections of American cities,

Mental health personnel and facilities, particularly those in the private sector,
are located primarily in the more affluent urban areas of the country. Americans
who do not live in these areas do not have ready access to mental health services.
They often must travel long distances even to receive emergency care, and neither
specialized nor comprehensive services are available to them.

Defining Mental Health Problems

Documenting the total number of people who have mental health problems,
the kinds they have, how they are treated, and the associated financial costs is
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difficult, not only because opinions vary on how mental health and mental illness
should be defined, but also because the available data are often inadequate or
misleading, This difficulty is compounded by the subjective nature of many mental
health problerns. People fear mental iliness and they often do not report it. Many
problems are never treated and never recorded.

For the past few years the most commonly used estimate has been that, at any
one time, 10 percent of the population needs some form of mental health services.
This estimate has been used in national projections for the services and personnel
needed to provide mental health care. There is new evidence that this figure may be
nearer 15 percent of the population.’

While these figures depict the magnitude of this Nation’s mental health
problems, they tell us little about the specific nature of these problems. They also tell
us little about the types of mental health services required to meet these problems.

We know that 6.7 million people, 3 percent of the American population, were
seen in the specialized mental health sector in 1975. Approximately 1.5 million
persons were hospitalized in the specialized mental health sector in 1975.

We also know that, of the estimated 2 million Americans who have been or
would be diagnosed as schizophrenic, approximately 600,000 receive active
treatment in any one year. Most current estimates state that about 1 percent of the
population suffers from profound depressive disorders. There is new evidence that
this figure may be higher.2 More than 1 million Americans have organic psychoses
of toxic or neurologic origin or permanently disabling mental conditions of varying
causes.

Because diagnostic criteria vary so widely, different surveys of general popula-
tions show that the overall prevalence of persistent, handicapping mental health
problems among children aged three to fifteen ranges from 5 to 15 percent. These
conditions include emotional disorders, the so-called conduct disorders, and
impairments or delays in psychological development.

As many as 25 percent of the population are estimated to suffer from mild to
moderate depression, anxiety, and other indicators of emotional disorder at any
given time. The extent and composition of this group varies over time. Although
most of these problems do not constitute mental disorders as conventionally
diagnosed, many of these persons suffer intensely and seek assistance. By and large,
such individuals cope with these stresses with the aid of family, friends, or
professionals outside the mental health system. These individuals constitute a
significant portion of primary health care practice in the United States,

There are large numbers of Americans who suffer from serious emotional
problems which are associated with other conditions or circumstances:

—Alcohol abuse is a major social, physical, and mental health problem with an
annual cost to the Nation estimated at over $40 billion. Approximately 10 million
Americans report recent alcohol-related problems, yet only 1 million are receiving .
treatment for alcoholism. While many are treated in mental hospitals, outpatient
treatment for alcoholism has in recent years been increasingly independent of the
mental iliness treatment network.

—The non-medical use and misuse of psychoactive drugs is a complex phenom-
enon which is not well understood, It has social, legal, health, and mental health
implications. Many with drug-related problems turn to mental health praclitioners
and facilities for assistance. As in the case of alcoholism, most treatment efforts are
independent of the mental health service system,

8 0y
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—There were an estimated 200,000 cases of child abuse reported in America in
1976. Because many cases are never reported, the actual number is much larger.
This is an enormous, poorly understood problem with serious mental health
implications.

—By conservative estimates at least 2 million American children have severe
learning disabilities which, if neglected, can have profound mental health conse-
quences for the child and the family.

— There are 40 million physically handicapped Americans, many of whom suffer
serious emotional consequences because of their disabilities.

—According to the President's Committee on Mental Retardation, one-third of the
6 million people who are mentally retarded suffer from multiple handicaps, which
often include serious emotional difficulties.

America’s menial health problems cannot be defined only in terms of disabling
menta! illnesses and identified psychiatric disorders. They must include the damage
to mental health associated with unrelenting poverty and unemployment and the

institutionalized discrimination that occurs on the basis of race, sex, class, age, and

mental or physical handicaps. They must also include conditions that involve
emotional and psychological distress which do not fit conventional categories of
classification or service. :

Our purpose in emphasizing this broad view of mental health is not to foster
unrealistic expectations about what formal mental health services can or should
accomplish. It is not to suggest those working in the mental health field can resolve
far-reaching social issues. We are firmly convinced, however, that mental health
services cannot adequately respond to the needs of the citizens of this country unless
those involved in the planning, organization, and delivery of those services fully
recognize the harmful effect that a variety of social, environmental, physical,
psychological, and biological factors can have on the ability of individuals to
function in society, develop a sense of their own worth, and maintain a strong and
purposeful self-image.

National Goals

To meet the needs of Americans with mental health problems we must affirm
the goal that high quality mental health care should be available to all who need it
at reaspnable cost.

This goal will not be reached quickly. It will require a concerted national effort.
We will have to devote greater human and fiscal resources to mental health. There
must be a more realistic balance in the allocation of resources between physical
health and mental health. Only 12 percent of this Nation's general health care
expenditures are for mental health services. This is hardly commensurate with the
magnitude of mental health problems facing the Nation. ;

During the next decade we must take steps to:

— Develop networks of high quality, comprehensive mental health services
throughout the country which are sufficiently flexible to respond to changing
circumstances and to the diverse racial and cultural backgrounds of individuals,
Wherever possible hese services should be in local communities.

— Adequately finance mental health services with public and private funds.

—Assure that appropriately trained mental health personnel will be available
where they are needed.
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—Make available where and when they are needed services and personnel for
populations with special needs, such as children, adolescents, and the elderly,

—Establish a national pricrity to meet the needs of people with chronic: mental
illness. }

— Coordinate mental health services more closely with each other, with general
health and other human services, and with those personal and social support systems
that strengthen our neighborht:ods and communities. '

— Broaden the base of kriowledge about the nature and treatment of mental
disabilities. _

"—Undertake a concerted national effort to prevent mental disabilities.

— Assure that mental health services and programs operate within basic principles
protecting htiman rights and guaranteeing freedom of choice. :

While we will recommend changes in how we plan and deliver mental health
services, how we develop needed manpower, and how we finance care, it is clear
tkat in the long run we will need a greater knowledge base both to improve care
and to undertake a concerted national effort in preventing mental disabilities.

The scientific advances in basic and applied research which have resuited in
greater understanding and more effective therapeutic approaches in mental health
came as a result of a national research capacity which was organized and sustained
in large measure by Federal investments. In recent years this investment has been
decreasing, and our research capacity has now eroded to the point at which bath
the quality and breadth of mental health research are in serious danger. We must
know more about the underlying causes of mental illness, mental retardation,
alcoholism, drug dependence, child abuse, and learning disabilities. We must know
more about the efficacy of different treatments and different preventive strategies and
approaches.

New knowledge is of particular importance for prevention. In our review we

‘have found that preventive efforts receive insufficient attention at.the Federal, State,

and local levels. Not only is there no national strategy for prevention, there is no
concerted effort o assess what is already known and to evaluate the effectiveness of
promising approaches.

Finally, the personal and social supports which currently exist in our neighbor-
hoods and communities are one of the great resources in American society for
maintaining mental health and for preventing the development of serious mental and
emotional disabilities. Families, friends, neighbors, schools, religious institutions, self-
help groups, and voluntary associations are the individuals and kinds of organizations
to which most of us initially turn when we have problems. Without impairing the
autonomy, natural strengths, and effectiveness of these supports, we need to enhance
their ability to contribute to the mental health of friends, neighbors, and families. In
this. way we may greatly improve the Nation's capability of preventing mental
disability and of providing necessary care.
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Recommendations

Introduction

In assessing mental health care in 1978 we have been struck by the
inconsistencies that exist between what we know should be done and what we do.
We know that services should be tajlored to the needs of pecple in different
communities and circumstances, but we do not provide the choices that make this
possible. We know that people should seek care when they need it, but we do little
to change the public attitudes that often keep people from seeking help. We know
that people are usually better off when care is provided in settings that are near
families, friends, and supportive social networks, yet we still channel the bulk of our
mental health dollars to nursing homes and State mental hospitals.

The recommendations that follow focus on eight areas we consider of major
importance. Annotations are provided which expand upon the material presented,
describe methods of implementing certain recammendatlans and present additional
recommendations.

This Commission realizes that we cannot rely solely on the Federal Government
to solve these problems. We must have a strategy developed and implemented by
partners—the private sector with the public sector, the Federal Government with
State and local governments, those working in mental health with those working in
general health and related human services. This thought has guided us in developing
our recommendations.

In addition to the problems we address in the Report, there are three mental
health-related areas to which we wish to call special attention: alcohol-related
problems, the misuse of psychoactive drugs, and mental retardation.

The misuses of alcohol and psychoactive drugs in contemporary America are
exceedingly complex phenomena with serious social, health, and mental health
aspects. The Commission has recommended increased resean:h in both areas.

In the case of alcohol-related problems; we believe it is urgent that we develop
a national plan of action. As a first step, the Commission recommends the creation
of a broadly representative national group to analyze existing public policies and
programs and 1o make recommendations for the future.

The Repczﬁs of our LIEISOH Task Panels on Psychnactive Drug Use/Misuse and
Report We urge that both be read

Mental retardation presents its own set of complex problems, There are an
estimated six million Americans who are mentally retarded. One-third have multiple
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handicaps. During the past few years the Nation has developed a public awareness
of and sensitivity to mental retardation. This has led to improved care in many
instances, but much remains to be done.

At the beginning of our work we asked the President's Committee on Mental
Retardation, which has been in existence for the past ten years, and the National
Association for Retarded Citizens to provide us with their advice and guidance on
how best to address the specific relalionship between mental retardation and mental
health. Both submitted reports. We also created a Liaison Task Panel on Mental
Rétardation which synthesized information from many sources into its own report
for the Commission. These three reports are also contained in Volume IV of the
Appendices. ‘

We have incorporated into our Report several recommendations in the areas of
research, prevention, and improved public understanding that refer specifically to
mental retardation. We believe, however, that the problems of mental retardation
are of national interest and require continuing study and the concern of all
Americans, The Commission therefore recommends that the President, in consulta-
tion with the Secretary of Health, Education, and Welfare, reassess the role and
mission of the President's Committee on Menlal Retardation with the aim “of
providing it with direction for the future,

D0y 13
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Community Supports

Throughout America, as in any society, there are personal and social networks
of families, neighbors, and community organizations to which people naturally turn
as they cope with their problems.

Such .assistance can help an individual through an emotional crisis, possibly
preventing more serious disability. These supports are important adjuncts to more
formal mental health services and can be especially valuable to individuals with
chronic mental illness.

As we seek ways to improve mental health services, it is important to recognize
the strengths and potential that various support networks bring to different commu-
nities and neighborhoods and to recognize the need to develop linkages between
these systems and the formal mental health services system. '

Families, friends, and neighbors are usually the first people to whom a person
with a mental or emotional problem will turn or from whom support will be
forthcoming. Children, adolescents, and the elderly frequently benefit most from this
personal assistance and support. This is especially true in racial and ethnic
communities which over the years have developed strong, culturally sensitive
networks of support. Regardless of their form, families serve as buffers between their
members and the larger society and can make important contributions to personal
mental health.

Many individuals with problems turn for help to more organized groups and
institutions within local communities such as churches and synagogues, schools,
employers, unions, and civic clubs and voluntary organizations. For some of these,
a helping role is natural. More people with emotional problems turn initially to
clergy or other religious leaders and to traditional folk healers such as medicine men
and curanderos than to mental health professionals. These individuals have
traditionally ministered to the chronically ill and troubled. For others, supportive
activities signal a new departure and a new dimension. Those employers and unions
which recognize the emotional problems that can develop with respect to certain
jobs or job changes, or from retirement and unemployment, and which have
developed programs of social supports for workers undergoing stress, clearly are
moving in a new direction important for the mental health of the community.

“Alternative” services have also expanded and diversified to meet mental health
needs. A number of these “alternative” services explicitly define themselves as part
of the mental health movement, combining attention to psychological problems with
physical care and social activism to provide effective mental health services. Others

are wary of being classified as mental health services, convinced that such a
classification entails a medical perspective and implies authoritarian relationships
and derogatory labeling.* ’
Self-help groups such as Alcoholics Anonymous have long played a role in
helping people cope with their problems. Similar groups composed of individuals ..

23




Q

ERIC

Aruitoxt provided by Eic:

with mental and emotional problems are in existence or are being formed all over
America. Recently there has been a marked increase in new forms of formal
volunteer programs, such as Foster Grandparents, which link volunteers to commu-
nity services.

Schools, the civil and criminal justice system, and general health care providers
also play important roles as personal and social supports,

—American public schools traditionally have been more than educational
institutions, In many instances they have contributed to the sense of identity and
shared purpose which exists in many neighborhoods and communities; and schools
already are the setting for a variety of social, educational, and health care programs
for people of all ages. When locally appropriate, they would seem to be logical
settings for additional mental health-related functions.

" —Many people with mental health problems become involved with the justice
system. They need the same kind of social and community support systems that
other people need. Many young people with mental and emotional problems who
come to the attention of juvenile courts benefit from supportive neighborhood

“activities such as recreation and arts programs, educational supplements, close

personal relationships with the volunteers and professionals who waork in these
programs, and community-based residential programs that serve as alternatives to
incarceration in correctional institutions.

" —Far greater numbers of people with emotional problems tum to primary health
care providers than to mental health practitioners.when they first seek help. Many
who turn to the health system, however, could be helped by existing community
support systems. Methods must be devised to increase the capability of people
working in medical settings to recognize when patients need social support and to
provide them with access to appropriate community support systems.

The personal and community supports described above, in addition to others,
can provide a basic underpinning for mental health in our society. Personal and
community supports, when they emphasize the strengths of individuals and families
and not their weaknesses, and when they focus on health rather than sickness, may
be able to help reduce the stigma often associated with seeking mental health care.
These largely untapped community resources contain a great potential for innovation
and creative commitment in maintaining health and providing needed human

“services. In spite of the recognized importance of community supports, even those

that work well are too often ignored by human service agencies. Moreover, many
professionals are not aware of, or comfortable with, certain elements of community
support systems. The Nation can ill afford to waste such valuable resources. The
Commission believes this is one of the most significant frontiers in mental health at
all levels of care and recommends:

e A major effort be developed in the area of personal and community

supports which wili:

a) recognize and strengthen the natural networks to which people
belong and on which they depend;

b) identify the potential social support that formal institutions within
‘communities can provide;

¢) improve thé-linkages between community support networks and
formal mental health services; and

d) initiate research to increase our knowledge of informal and formal
community support systems and networks.®
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A Responsive Service System

A basic responsibility of America’s public and private mental health services
system is to make appropriate mental health care available to individuals with
serious psychological disabilities, whether of an acute or chronic nature and
whatever the underlying causes.

A responsive mental health service system should provide the most appropriate
care in the least restrictive setting. Whenever possible, people should live at home
and receive outpatient treatment in the community. When they cannot, the facility
in which they are treated should offer the maximum possible independence. The
special circumstances of those who use services should be reflected in the way we
provide care. Treatment, whether in inpatient or outpatient settings, should be
sensitive to patients’ cultural and ethnic backgrounds and should respect their rights
and dignity. No single form of treatment can meet the needs of all patients. No
single system for delivering mental health services can meet the needs of all
communities.

Our long-range goal for mental health services must be a comprehensive and
integrated system of care that draws on the strengths of both the public and the
private sector. The system should include a variety of programs and facilities staffed
by appropriately trained personnel, with community-based services as the keystone.
It must be accessible to all, yet responsive to populations with special needs and
able to adapt to the changing circumstances of individual patients. The services
offered should be coordinated, and continuity of care assured, within the mental
health sector and among mental health systems and the health, social service,
education, and income support systems. Because we can no longer afford a
fragmented system that leaves many people unserved, there must be effective
planning and accountability procedures. We must have adequate financing to ensure
that people get help when they need it at costs reasonable to themselves and to the
public. The rights and responsibilities of patients, families, providers of care,
institutions, and communities must be clearly stated, understood, and enforced.

These goals will not be. realized tomorrow or even next year. They are goals for
a decade. In pursuit of these goals, we must develop new alliances between the
public and private sectors and among Federal, State, and local governments to:

—fulfill the national commitment to develop a network of accessible community
mental health services;

——establish a national priority to meet the needs of people with chronic mental
iflness: and

—plan for mental health services in a way that recognizes their close relationships
to health and other human services.
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Fulfilling the National Commitment to Community Mental
Health Services

In our judgment, people are usually better off when they are cared for within
their communities, near families, friends, and homes. Qur assessment of the past
twenty years shows that progress has been made toward this end. Mental health
centers have moved services into communities where they previously did not exist.
General hospitals have assumed a larger role in providing both inpatient and
outpatient care, The number of mental health specialists practicing in the private
sector has grown, as has the number of mental health facilities operated under
private auspices. As a result, more mental health care is available and a wider range -

settings and more people are using the services,

For many, regardless of economic circumstances, community-based services are
still unavailable. Many members of racial and ethnic minorities and the poor, both
urban and rural, are still unserved, underserved, or inappropriately served. Some
areas of the country and some special populations, such as migrant and seasonal
farmworkers, are virtually unserved by mental health services. Restrictive and
inflexible laws and regulations complicate the delivery of care to rural Americans
and American Indians. Language and cultural barriers have prevented some
minorities from receiving appropriate care. And children, adolescents, and the
elderly have not been served in proportion to their needs,

f we are to serve those who need care, we must strengthen programs and
services of demonstrated effectiveness.

But we must do more. We must encourage the creation of services where none
exist and develop a means to supplement services where they are inadequate.
Establishing New Services

Over the past 15 years the Community Mental Health Centers Program has

been the major Federal vehicle for providing comprehensive mental health services
in local communities. Since 1963, over 1.5 billion Federal dollars ‘have been

" invested directly in this program. By October of 1978 there will be 647 centers in

operation throughout the country; another 57 centers will be funded but not
operational; and an estimated 14 centers are now approved but unfunded.

A substantial number of mental health centers have made significant service
contributions in their communities. The centers account for approximately 25
percent of the episodes of care provided in the special mental health services sector,
and for less than 5 percent of expenditures for the direct care of the mentally ill.

Important gquestions, however, have been raised about the implementation of
the Centers program. Since no one way of organizing services can fit the needs of all
people and all communities, varying approaches for developing comprehensive
community mental health services should be encouraged.

The Community Mental Health Centers Program as originally designed required
communities to offer emergency, outpatient, inpatient, partial hospitalization, and
consultation and education services. In 1975 the legislation was amended so. that a
community had to provide those five, plus seven additional services. All these
services had to be available within two years of receiving the initial grant. ®

These requirements reinforced a sound principle—the need for comprehensive
mental health services. They have, however, excluded many communities which
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needed setvices immediately but did not and may never require the arrdy of services
mandated by leglslation. A way must be found for umerved and underserved
communitles to have mental health services without forcing them to assume the
formlidable responsibility of providing the full range of services.

There are other constraints pliced on communities that want to develop mental
health programs tallored to thelr needs. Many are unable to meet the requirenents
for matching funds or to attract the personnel needed to staff o full program, These
communities must be allowed to begin on g smaller scale and bulld toward a
comprehensive program at theit own pace.

Finally, some populations with spectal needs, such as children, the eldery, and
people with longterm mental disabilities, are not recelving services commensurate
with their reed. We must encourade the development of setvice delivery strategies
to accommodate them,

To accomplish these objectives, the Comnilsslon recommentds:

o A new Federal geant program for community mental health services to:
a) encourage the creation of necessary seevices where none exisl;
b) supplement existing services where they are inadequate; and
¢) increase the flexibility of communities in planning a comprehensive
network of services,

Just as certain communities might best meet their needs by beginning with the
five essential services originally mandated by the Centers program, others might
conclude that services for children and adolescents are the most appropriate point of
departure. In either case this new Federal grant program would be the source of
potential funding for the community. The Commission also recommends!

a) unserved and underserved areas;

b) services for children, adolescents, and the clderly;

¢) specialized services for racial and ethnic minority populations; and
d) services for people with chronic mental illness.

At the time of transition to the new program, priority should be given to funding
approved but unfunded applications received under previous legislative authority,
provided they are consistent with the purposes of the new program. To implement
this new program, the Commission recommends:

e An appropriation of at least $75 million in the first year and $100

Applicants for grants should be public or private, non-profit agencies. The
National Institute of Mental Health should provide technical assistance to those who

18



Q

ERIC

Aruitoxt provided by Eic:

need help I developing proposals. Evidente of governance o advisory boares with
adequate consumer and citizen representation should be required. To assure
accountability and that the program s needed and does not duplicate existing
servicos, vach application for funding under the new program should be consistent
with priorities established In a mental health component of both the local Health
Systems Agency and the State Health Plan, This review and approval process should
include conslderations at the local and State levels in accordance with the planning
recommendations to follow. These are desigied to insure coordinated planning for
comprehensive services, To avoid fragmentation of services, the applicant should
also be requlred to demonstrate a willingness and capacity to enter into appropriate
working agreements with existing mental health agencles in the community,

Initial funding should be for a five-year perlod. In communities where there are
no mental health services and an Inability to meet requirements for matching funds,
the Federal Government should provide complete funding. Over time, granteus
should be able to apply for additional funds to add services which will lead to
planned comprehensive networks of care. Existing community mental health centers
shotlld be encouraged to participate in the program, At the end of three years the
program should be evaluated to see if it has accomplished its objectives,

We are aware that the Congress is considering amendments to the legislation
authorizing the Community Mental Health Centers Program. While some of these
amendments would improve the program, they would not fully accomplish what we
belleve must be done to encourage the development of networks of comprehensive
mental health services in a sequence and at a pace appropriate to Individual
communities. The need exists for the new community mental health services
program we have proposed. Until this new program is enacted, the momentum
toward community mental health services generated by the Centers program should
be maintained. The National Institute of Mental Health should focus its technical
assistance efforts on developing proposals for unserved and underserved areas. The
Commission recommends that under existing or amended community mental health
centers legislation;

& The National Institute of Mental Health fund approved applications in
those areas identified as unserved or underserved,

Strengthening Existing Programs and Services

Community mental health centers recently have been subjected to heated
criticism. Some observers point out the relatively limited role centers have played in
key areas such as prevention. Others criticize them for straying from traditional
psychiatric concepts and medically oriented mental health care. Many of these
critics fail to take into account the fact that the centers have had to contend
simultaneously with a proliferation of service requirements and a reduction of fiscal
support,

Community mental health centers were developed on the premise that non-
Federal resources would eventually replace Federal dollars as the basic source of
support for the program. However, many centers which have reached, or are
reaching, the end of their eight-year perind of Federal funding may be forced to
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reduce or dismantle existing services, Fiscal retrenchment by State and local
governments and imitatlons on mental health benefits, which exdst in both public
and private financing progranms, have reduted the total amount of money the centers
have been able to attract, ‘

If centers are forced to cut back, there is real danger that many gains of the last
15 years will be lost, The first services sacrificed are likely to be those of prevention,
putreach, case management, consultation, and education—services which are rarely
relmbursable, These are vssential to the development of a comprehensive system of
care, We believe the Federal Government has a responsibility 1o assure their
continued availability and therefore the Commission tecommends:

o Limited Federal funding for certain services which centers now provide
on a non-reimbursable bayls.*

There are additional steps that must be taken to strengthen existing programs
and services, The Commission recomimendls:

o Greater flexibility in delineating catclwnent area boundaries,*

» Encouragement of cross catchment area program sharing, '

o Allowing greater variation in governance and advisory board arrange-
ments so that they properly reflect local circumstances,

o Assistance for the members of mental health advisory/governance
boards in dealing with problems related to the planning and delivery of
mental health care, '

General Health and Mental Health Services

General health care settings ropresent an important resource for mental health
care in the community. There is ample evidence that emotional stress is often related
to physical illness and that many physical disorders coexist with psychological
disorders. While general health care settings frequently serve as an entry point to the
mental health care system, many millions of persons with some level of mental
disorder are never referred to mental health specialists, They are cared for by office-
based practitioners, in industrial health care settings, in homes, in general hospital
outpatient clinics and emergency rooms,

While the interdependence of the mental health and general health system is
evident, cooperative working arrangements between health care settings and
community mental health service programs are rare. If we are to develop a truly
comprehensive system of mental health services at the community level, greater
attention must be paid to the relationship between health and mental health, '

Populations with Special Needs

Even if the steps we have recommended are taken, there still will be significant
barriers to appropriate mental health care for minority groups in our ethnically
diverse Nation, Many patients needing treatment will not seek care if providers are
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not sensltive to their culture or are unable 1o speak thelr language. To meet the
particular needs of minority populations, the Comnission recommends that:

e Mental health service programs should:
a) actively involve ethnic and racial minorities in planning and
developing services;
b) provide culturally relevant services and staff them with bilingual,
bicultural personnel; and
¢) contract with minority community-based organizations for delivery
of services.

Inadequate numbers of minority individuals are in declsion-making positions In
mental health funding, planning, and quality assurance agencies at Federal, State,
and local levels. Strenuous efforts must be made to employ qualified minority
persons in these positions.

Special populations may be defined by age as well as by race, sex, and
ethnicity. Childhood, adolescence, and old age are times of life when service needs
are multiple. Integration and coordination of care are essential because the need
often exists to involve other human services. Home care for the elderly, group
homes and residential schools for adolescents, and case managers for children are
frequently necessary. The Commission has been impressed by the lack of relationship
between the allocation of funds for services and assessment of the relative needs of
these age-related groups. This should not be so. Therefore the Commission
recommends that:

e The Department of Health, Education, and Welfare require that Health
Systems Agencies perform biannually a culturally relevant assessment
of mental health needs. Special attention should be given to ascertain-
ing the needs of children, adolescents, and the elderly.

The new Federal grant program proposed earlier in this Report was devised in
part to improve the availability of services for populations with special needs. As we
move more energetically to meet these needs, the National Institute of Mental Health
should examine ways of strengthening existing organizational units that focus on
underserved populations. In addition, we believe that all federally funded mental
health programs should include in their annual reports information on the extent to
which populations with special needs have been served. Advocacy groups at the
national level should have access to these annual reports so that they can evaluate
the success of the Department of Health, Education, and Welfare in this respect. The
Commission also recommends that:

e Reviews for grant continuation direct careful attention to whether the
applicant has demonstrated a significant effort toward meeting the
special needs of high-risk populations.
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In monitoring the extent to which such populations are helng served, we must
not conclude that all problems are the fault of the service delivery system. Some are
a result of how we flnance care, For example, a major barrier to outpatient care for
populations with speclal needs s imposed by the public mechanisms for financing
thelr mental health care—Medicare and Medicaid.

While these issues are described in detail and our recommendations set forth In
the next section of this Report, we feel compelled to note that Federal financing
mechanisms have often worked at cross-purposes to federally initiated service
delivery programs, The Community Mental Health Centers Program implics a strong
Federal commitment to outpatient mental health care and to the providing of
sorvices In the least restrictive, most appropriate setting, In contrast, Medicare and
Medicaid programs provide limited mental health benefits, and those are heavily
blased toward inpatient care, We cannot meet the needs of the poor, the disabled,
and the elderly for appropriate mental health services without providing means to
pay for such care.

Establishing a National Priority to Meet the Needs of People
with Chronic Mental lliness

The 1961 Final Report of the Joint Commission on Mental Iliness and Health
called for a national policy to improve the care of people with chronic mental
iliness. Many mentally disabled persons, however, still enter, reenter, or remain in
public institutions when they could be treated in the community. Many of these
institutions are still large, isolated, and understaffed. When patients are discharged
there is inadequate planning for follow-up care. People with chronic mental
disabilities frequently live in nursing homes, foster care homes, room and board
facilities, and "welfare hotels,” many of which do not provide adequate care,
Medication, often the only treatment offered, may not be propetly monitored. Many
have found that local facilities, residences, and services offer no improvement over
large State hospitals.

A National Plan

An adequate, humane system of mental health care cannot exist until the -
special needs of Americans with long-term and severe mental disabilities are met,
and until Federal, State, and local governments share the responsibility for meeting
this goal. As a first step, the Commission recommends that:

o The Department of Health, Education, and Welfare, in consultation

with State and local governments, develop a national plan for:

a) the continued phasing down and where appropriate closing of
large State mental hospitals;

b) upgrading service quality in those State hospitals that remain; and

¢) allocating increased resources for the development of comprehen-
sive, integrated systems of care which include community-based
services and the remaining smaller State hospitals.
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The national plan should serve as a frame of reference and he flexible enough
to account for differences within Individual States, It should address the following
goals:

—minimlze the need for institutional care;

«—assure high quality care for those who must be institutionalized;

— provide aftercare services and allernatives to hospitalization in the community;

—pravide retraining and job placement for personnel displaced by the phase-
down process; ' and

—encourage the use of vacated State hospital facilities for human service activities.

While a national plan will provide a statement of commitment and outline
broad policy objectives, there is a need to define clearly the roles and responsibilities
assumed by the individual States and the Federal Government. This can be done if
the States describe the approach they intend to take to meet the national goals, and
if the Federal Government negotiates contracts with cach State lo provide the
resources necessary to achieve these goals.

In addition, the contract can provide a mechanism for consolidating Federal
funds which States currently receive for services to persons with chronlc mental
illness and for augmenting those funds with new maoney. These contracts should be
performance contracts. ' A State which met the terms of the contract would continue
to receive money. A State which did not would have its funds withdrawn, The
Commission therefore recommends that;

e Each State health plan describe the approach the State intends to take
or'is taking to meet the goals of the national plan.

e The Department of Health, Education, and Welfare develop a model
for performance contracts in order that national goals for phasing
down State hospitals, upgrading the quality of care in those that
remain, and improving aftercare services can be achieved in a mutually
agreed upon manner. '

o The Department of Health, Education, and Welfare seek authorization
for and appropriations of up to 50 million new dollars for each of the
next five years to assist in reaching the goals agreed to in these
performance contracts.

Developing Resources in the Community

When a person is discharged from a State hospital or when attempts are made
to find alternatives to hospitalization, it is often assumed that adequate 24-hour care,
a range of living arrangements, and opportunities for treatment, resocialization,
vocational rehabilitation, and employment are available. It is also often assumed that
there are links between the hospital and the community and among service programs
in the community. However, these necessary resources and links frequently do not
exist. Their absence makes it difficult, if not impassible, for many people with
chronic mental illness to bridge the gap between the State hospital and community
care, or to organize for themselves the needed array of services within the
community.

We encourage efforts at decentralization which link State hospital units to
specified communities. We also encourage joint planning and interagency liaison
within the community. '
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Case Management. Strategies focused solely on organizations are not enough, A
human Tink is required. A case manager can provide this link and asslst in assuring
continuity of care and a coordinated program of services, Case management Is an
expediting service. The case manager should be sensitive to the disabled person's
needs, knowledgeable about government and private agencies that provide housing,
income malntenance, mental health, health, and soclal services, and should be in
close touch with the community’s formal and informal support systems. With these
functions in mind. the Commission recommends that:

¢ State mental health authorities develop a case management system for
each geographic service area within the State. "’

Long-Term 24-Hour Care, Today, more chronically mentally ill people are in
Medicaid-supported nursing homes than in mental hospitals. Most are placed in a
class of nursing homes called Intermediate Care Facilities. Some Medicaid require-
ments for these facilities are irrelevant or excessive for mentally ill patients. They not
only Increase construction costs in many cases, they also encourage the establish-
ment of larger institutions rather than more desirable, smaller, home-like facilities.

At the same time, they say nothing of the special services needed by the
mentally ill, and they are designed primarily for geriatric patients rather than for
people of all ages. Since nearly 30 percent of the direct expenditures for mental
health care currently go to nursing homes, we are making a huge investment in a
selting that is not optimal for the needs of the chronically mentally ill. To develop
facilities that meet the needs of the chronically mentally ill, the Commission
recommends that: ‘

o A new class of Intermediate Care Facililies-Mental Health (ICF-MH) be
created within the Medicaid program and linked with local organized
systems of mental health care.

Short-Term Hospitalization. People with chronic mental disabilities may at times
requite inpatient treatment. For those who require longer term hospitalization,
smaller State hospitals will continue to be an important resource. For most, only
short-term hospitalization will be necessary. We believe this treatment can best be
provided in community-based facilities such as general hospitals, private psychiatric
hospitals, and community mental health centers. At present, however, some
communities do not have enough psychiatric beds to accommodate people who
need short-term inpatient care. Community psychiatric beds must be available before
State hospital beds are eliminated. Though this increase will eventually be offset by
a decrease in the number of State hospital beds, health planning agencies must be
prepared to accept this temporary overlap. The Commission therefore recommends
that:
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e Based upon adequate documentation, Health Systems Agencies endorse
the issuance of certificates of need for the allocation of a limited
number of psychlatric beds in communities prior (o the reduction of
State hospital beds.

Living Arrangements, If chronically mentally ill people are to be cared for in
their own communities, living arrangements must be available that are adequate and
affordable. Some will want, and be able, to live alone. Others might prefer to live
with their families. '

" still others will need structured and protected environments. These options have
not been widely available in the past. They are not widely available now. The
recommendations that follow are intended to increase the range of choices available
to the chronically mentally ill who live in communities.

Group living arrangements often provide the support necessary for patients to
remain in the community. Current Housing and Urban Development regulations
prohibit rental assistance for persons living in group residences because the quarters
have shared kitchen and bathroom facilities. Former patients should not be excluded
from rental assistance because of their special need for group living arrangements.
The Commission recommends that:

e The Department of Housing and Urban Development promulgate
proposed regulations making rental assistance available to persons
living in group homes.

Assuring equal opportunity for the mentally ill in public housing programs
would provide another housing alternative for people with chronic mental illness.
The Commission therefore recommends that:

e In the allocation of public housing, equal opportunity should be given
to people with chronic mental illness discharged from institutions or at
risk of hospitalization.

In the community, the income of many citizens with chronic mental disabilities
is limited to support provided through the Supplemental Security Income program
(SSI). But $S! payments do not take into account needs for special housing and
supportive services. If a mentally disabled person lives in a group environment or
“in the household of another,” including family, SSI payments are reduced. This
state of affairs is unfortunate on two counts: it can place an undue strain upon
already taxed family resources; it fails to take into account the increased program-
matic cost associated with supportive living arrangements such as those provided by
residential facilities and halfway houses. }

This is a particular dilemma for those about to be discharged from a State
hospital. If they are discharged, they may get freedom but litile help. The alternatives,
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remaining in the hospital or transfer to a Medicaid-covered nutsing home, may be
mote restrictive than necessary and not appropriate to the individual,

Existing programs can be modified so that people with chronic mental
disabilities will have greater access to appropriate supportive living arrangements, To
accomplish this the Commission recommends that: '

® The basic Supplemental Security Income benefit be increased to meet
the nceds of those persons who require specialized residential pro-
grams in the community.

e If a person “lives in the household of another!’ the Supplemental
Security Income benefit should not be reduced.

® The budget ceiling of Title XX of the Social Security Act be raised for
the purpose of allocating funds so people inappropriately placed in
medical facilities can be transferred to residences in the community, '

The Commission emphasizes the need for further study and foy further efforts to
resolve the complex problems that surround the issue of providing decent, humane
living environments for chronically mentally disabled people.

Employment and Employability. Chronically mentally ill people have special
needs in relation to work, Because employers raise questions about their productivity,
many have difficulty finding jobs. In other instances, employment is not a reasonable
goal. To address these issues, the Commission urges the development of tax credits
as incentives to employers to hire chronically disabled persons able to work, and a
broader range of vocational rehabilitation and sheltered employment opportunities
for chronically disabled persons unable to work.

Planning for Mental Health Services

Poor planning can confuse priorities, divert administrative energies, and waste
money. The victims of this disarray are the people who need care, the local
programs and agencies which provide it, and the taxpayers who must pay for it. If
we want to build a comprehensive, coordinated, and effective mental health care
system in the future, we must plan for it today. The planning process which now
exists is not adequate to the task.

Information and Data Gathering

Adequate planning cannot be accomplished without reliable information.
Presently, various Federal, State, and local agencies request different information on
the personal and clinical characteristics of the people served, on the types of services
provided, and on the expenditures for services. A recent inventory of federally
required State plans which affect the delivery of comprehensive services to the
mentally disabled identified eight separate planning authorities that request similar
information but use different planning mechanisms, reporting formats, and time
cycles. Even within the Alcohol, Drug Abuse, and Mental Health Administration,
each of the three Institutes has its own reporting system.

The Commission believes it would be useful to have a single, uniform
information system adequate to the needs of local, State, and Federal Government.
At a minimum, Federal reporting systems should give consideration to local
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Information needs by involving State and local agencies in the design of information
systems, As a first step, the Commission recommends that;

e The Administrator of the Alcohol, Drug Abuse, and Mental Health
Administration take the necessary steps to consolidate the information
and data-gathering requirements of the National Institute of Mental
Health, the National Institute on Drug Abuse, and the National
Institute on Alcohol Abuse and Alcoholism into a single reporting
system,

Quality Assurance and Program Evaluation

While it is important to have adequate and current information on existing
resources and their utilization, it is essential to have mechanisms to determine
whether service settings are adequate, whether the care glven is well provided, and
whether the services and programs we sponsor are achieving the objectives for
which they were established. Accreditation and licensing procedures, peer review,
and program evaluation are basic techniques for accomplishing these ends. To
facilitate the review of the quality of mental health services and service settings and
to enhance our program evaluation capacity, the Commission recommends that:

o Professional Standards Review Organizations make provision for multi-
disciplinary peer review of mental health care provided in multi-
disciplinary mental health settings. "

e The Department of Health, Education, and Welfare combine into a
single survey the inspections required of an institution for receipt of
Medicare, Medicaid, and categorical health and mental health grants.”

e The National Institute of Mental Health allocate to a selected number
of programs an award of 10 percent in excess of their grant for the
purpose of developing and assessing techniques to evaluate mental
health service delivery.

The Planning Process

A mental health plan should not only address issues related to the delivery of
care by the mental health sector. It must also speak to the need for a comprehensive
array of health and other human services. We strongly advocate a process that
encourages coordinated planning between the mental health system and other
human service systems. To assure that the differing priorities are adequately met,
basic assessments of need should be made at the local or regional level.

An excellent point of departure for applying these principles exists in relation to
the health and mental health systems. Since 1975, two major Federal laws have
required extensive mental health planning activities—the National Health Planning
and Resources Development Act of 1974 and the Community Mental Health Centers
Act, as amended in 1975. Each requires the preparation of statewide and regional
mental health plans. Congress is currently considering amendments o these laws.
We haope that the Congress will use this opportunity to provide a framework for
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coordinated planning, This collaborative approach should involve a significant
sharing of resources and decision-making authority. With this in mind, the
Commission recommends:

o Changes in existing statutes, regulations, and policies to facilitate:

a) coordinated health and mental health planning at the local and
State level;

b) increased participation in the general health planning process by
citizens knowledgeable about, and repre:entatlve of, the interests
of mental health, alcoholism, and drug misuse;** and

¢) provision for the resolution of differences in planning goals
between the health care and mental health care sectors.

Mental health services are frequently delivered in conjunction with vocational
rehabilitation, education, and social services. Considerable amounts of Federal funds
are made available to mentally ill persons through Title XX of the Social Security
Act, the Vocational Rehabilitation Amendments of 1974, and the Education for All
Handicapped Children Act of 1975. Neither the requirements for planning under
these acts, hor those governing mental health planning, specifically acknowledge the
interdependence of these systems, The Commission recommends:

o Changes in planning guidelines to ensure that the needs of the mentally
disabled for education, housing, vocational rehabilitation, and social
services are adequately met.?*
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Insurance for the Future

Many who need mental health care cannot afford the help they require. It is
pointless to design, plan, and provide service systems if people do not have the
means to pay for them. It is shortsighted to devise financing mechanisms that
promote more restrictive and expensive forms of treatment when other less expensive
options would be as effective, It is wasteful to invest money in establishing programs
through project grants and then deprive the programs of access to third-party
reimbursement funds to support their services once the grants are ended, Yet these
elements form the basis of today’s national policy for financing mental health care.

What we have now is a patchwork of public and private arrangernents for
financing mental health care. What we need is a more comprehensive and
coordinated public and private strategy for financing mental health service, where
payment is based upon the need for care, not diagnosis, and upon the appropriate-
ness of care, not the discipline of the provider. We firmly believe that a national
health insurance program which includes appropriate coverage for mental health
care offers the most effective means of providing adequate financing for the mental
health needs of all Americans, regardless of income.

Principles for Financing Care

When we consider the present and look to the future, the Commission finds
itself most concerned about the basic principles which we believe ought to govern
the current public and private financing of mental health care as well as plans for a
future national health insurance program. Adherence to these principles now would
improve the availability and quality of mental health care. The Commission therefore
recommends that:

® Any national health insurance program and all existing private health
insurance programs and public programs financing mental health care,
such as Medicare and Medicaid, be governed by the following
guidelines:

a) Benefits. A reasonable array of emergency, outpatient, and inpa-
tient care should be covered, including partial hospitalization and
24-hour residential treatment for children and adolescents, suffi-
cient to permit treatment of mental disorders in the most appropri-
ate and least restrictive setting. :

b) Reimbursement. Reimbursement should be provided for those
mental health services involving the direct care of the. patient and
for care rendered to others where it is integral to the patient's
treatment,
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tn the case of care provided in organized settings or systems of
care, reimbursement should be made to the system rather than to
the practitioner providing the care. All covered services must be
rendered by, or be under the direct clinical supervision of, a
physician, psychologlst, soclal worker, or nurse with an earned
doctorate or master’s degree and with appropriate clinical compe-
tence as established by State licensure or certification by a national
body.

Direct reimbursement should be made to independent qualified
mental health practitioners as defined by national health insurance
legislation. This issue should be re-examined under existing legisla-
tion,

Adequate provision for controlling costs and peer review should
exist,

¢) Cost Sharing. There should be minimal patient-borne cost sharing
for emergency care. In all other instances, patient-borne cost
sharing, through copayments and deductibles for evaluation, diag-
nosis, and short-term therapy, should be no greater than that for a
comparable course of physical illness,

d) Freedom of Choice. The consumer should have a choice of provider
and provider systems, and procedures should be developed to
ensure that individuals have the necessary knowledge and infor-
mation to make an elfective choice.

If these principles were adhered o, many of the financial barriers that currently
prevent individuals from receiving needed care would be eliminated and many of
the fiscal dilemmas confronting organized mental health care settings in the
community would be resolved. We would have a more rational and systematic way
to ensure the availability of an appropriate array of mental health services than we
now have, and we would have done much to correct the strong bias toward

- inpatient and institutional care currently exhibited by public and private health

insurance programs.
As we move toward implementing these principles, however, there are other
steps that should be taken, including:
— Short-range changes in the financing of mental health services through existing
public mechanisms and through private insurance plans;’and
— A new approach for financing long-term care for persons with chronic mental
illness.

Medicare

When Medicare was enacted in 1965, it was modeled after the best private
health insurance programs of the time and intended to be an exemplar for
progressive public financing of health care. Over the past decade, however, no
significant changes have been made in the program. It has not kept up with
advances in the delivery of services or with advances made by private insurance
programs in financing health care. While Medicare may have been intended to
mirror the most progressive private insurance programs of the 1960’s, those who see
it as a model for national health insurance should look more critically.
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Nowhere are the deficlencles of the Medicare program more apparent than In
the atea of financing mental health care. The program has set an unfortunate
precedent In public flnancing efforts for the discriminatory treatment of people with
mental disabllity. For example, inpatient care In psychiatric hospltals s limited to
190 days over a person's entire llfe span. In contrast, Imitations for Inpatient care In
general hospltals are framed In terms of cach episode of iliness, Not only Is there a
60 day lifetime reserve, but a person Is eligible for Y0 days of coverage for cach
eplsode of illness, regardless of how many times the person becomes ill,

Further, organized mental health care systems cannot qualify as providers of
outpatient services under Medicare unless operated by a general hospital, while
physician-directed health care clinics such as nelghborhood health centers can. In
additlon, a patient with physical illness pays 20 percent of the bill for outpatient
care, but the same patient with a mental iliness must pay 50 percent of the bill up to
$500 and 100 percent thereafter,

As restrictive as the orlglnal Medicare legislation was in regard to financing
ambulatory mental health treatment, inflation has further reduced the coverage
endorsed by Congress. Since 1905, charges for psychiatric office visits have
increased by almost 70 percent, With no corresponding increase in the maximum
outpatient benefit, today’s elderly are reimbursed for less than half of the services
they would have been able 1o receive a decade ago. As a result of these restrictions,
often the only option for diagnosing the problems of or treating the elderly with
mental disabllity is to hospitallze them,

If we are to reduce the financial barriers to mental health services for the
elderly, the discriminatory treatment of mental health services under the provisions
of Medicare must be eliminated. The Commission recommenls:

¢ Amending current Medicare legislation so that:

a) community mental health centers and other organized systems of
community mental health care be given provider status;

b) the allowable reimbursement for the outpatient treatment of
mental conditions be increased to at least $750 in any calendar
year;

¢) the beneficiary coinsurance be reduced from 50 percent to 20
percent to conform to Medicare coinsurance requirements for
physical illness;

d) coverage for inpatient care of psychiatric disorders in acute care
settings be extended so it is equivalent to that provided for physical
illness; and

e) two days of partial hospitalization be allowed for each day of
inpatient care.

Medicaid

The Medicaid program reveals problems even more complex than those found
with Medicare:

Medicaid is 53 different programs with significantly different characteristics.
Within fairly broad Federal guidelines, States have considerable latitude to respond
to local needs, capabilities, and pressures. For example, in poor States, less than 20
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percent of the poverty population receive help in paying their health care bills. In
other States, particularly in the industrialized North, the number of thase receiving
assistance is equal to more than 125 percent of the “’poverty population.”

Medit:aid is a welfare program. To be Eligible for Medicaid an individual or
or. dlsabled or a member of a famlly with dependent chlldren where only one
parent is capable of providing financial support. Intact families, the working poor,
single people, childless couples, and many others between the ages of twenty-one
and sixty-five do not generally receive Medicaid assistance. Indeed, more than one
of every three poor persons do not meet the eligibility requirements of the Medicaid
program and thus may be deprived of mental health care.

Mental health services under Medicaid are extremely limited. Medicaid provides
Federal matching funds for only a limited array of mental health services. Those that
are covered are restricted in ways that services for the physically ill are not. States
may, at their option, also be federally reimbursed for hospital care provided to
persons under age twenty-one or over age sixty-four in a psychiatric facility; for
nursing home care under limited circumstances and only for individuals of specified
age; and for certain partial hospitalization and clinic services. States are also free to
define the amount, scope, and duration of services—including federally mandated
services—they will cover.

Medicaid permits States to reduce services by manipulating reimbursement-
rates. States may not deny services to a beneficiary on the basis of the patient’s
diagnosis, but they can influence the availability of care through their ability to
determine rates of compensation. In some States, community mental health centers
are reimbursed for as little as 25 percent of their costs. In other States, psychiatrists
are reimbursed for as little as $6 per hour-long visit. This rate is equivalent to that
paid other physicians for a routine office visit, which often lasts only 5 or 10
minutes. As a result, many health care providers refuse to participate in Medicaid,
and many people eligible for Medicaid are denied access to needed services. A
person who needs care cannot receive assistance if the State plan includes health
and mental health benefits but the reimbursement rate is so low that the services are
not provided.

Medicaid favors institutional care. Almost 70 percent of the mental health care
reimbursed under Medicaid in fiscal year 1977 was for institutional services—these
include State and county hospitals, private mental institutions, and nursing homes.
Indeed, over half of all Medicaid funds expended for mental health services went to
nursing homes.

It is the belief of this Commission that correcting deficiencies in the financing of

‘mental health services for low income populations through Medicaid should be

approached from at least two directions: improving the existing structure of the
Medicaid program, and making significant changes in the statute to establish more
reasonable eligibility and benefit provisions for low income populations. With this in
mind, the Commission recommends that:

® The Secretary of Health, Education, and Welfare take those steps

necessary 1o assure that:
a) States have effective systems to prevent discrimination on the basis

of diagnosis;
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b) mental health services be made available within Medicaid child
health programs;

c) State Medicaid plans offer a reasonable amount of ambulatory
mental health services; and

d) State Medicaid reimbursement policies not limit the availability of
mental health services.

e The Secretary of Health, Education, and Welfare develop legistative
proposals to amend Medicaid to:

a) establish national minimum eligibility standards based on income
and assets rather than on categorical requirements so that everyone
who satisfied the definition of financial need would be eligible for
assistance;

b) establish national minimum mental health benefits to be included
in every Medicaid State Plan; and

c) remove provisions that allow for any discrimination in the alloca-
tion of services on the basis of age.

_ Private Health Insurance

N While inpatient mental health coverage is substantial in many major private
insurance policies, outpatient mental health benefits are more restricted and vary

widely. Consistent with our emphasis on the importance of outpatient care, we

believe that a limited outpatient benefit should be provided by all private health

insurance plans, and the Commission recommends that:

e States be encouraged to require that private health insurers offer an
outpatient ‘mental health benefit with low or no copayment for initial
visits and extend coverage to family members whose treatient is vital
to the care of the individual receiving benefits under the plan.

The Federal Government also should encourage private insurers to provide
méntal health benefits comparable to general health benefits. This would eliminate
a primary barrier to mental health care for most working Americans and could be
done before the specifics of national health insurance become clear. The Commis-
sion therefore recommends that:

® The Secretary of Health, Education, and Weliare propose legislation to
encourage employers to include mental health coverage for emergency,
outpatient, partial hospitalization, and inpatient services in the health
insurance plans offered their employees.

One additional matter merits attention: the need to develop an adequate base
of information for the mental health component of any national health insurance
program. A study of States which have already implemented mandatory mental
health. benefits for private health insurance plans can help answer questions on the
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cost of mental health benefits for national health insurance planners. The study
could explore the current cost of providing specific mental health services in public
and private settings and organizations. Attention could also be paid to shifts in
funding and utilization of mental health and general health services which occur
when a segment of the population receives an increased benefit covering mental
health care, and to the effect of increased mental health coverage on the utilization
and cost of general health care services. The Commission therefore recommends .
that:

e The Department of Health, Education, and Welfare conduct a study of
mental health costs, focused on those States which have enacted some
form of mandatory mental health benefits for private health insurance
plans.

Basic Support for People with Chronic Disabilities

In the section of this Report dealing with mental health services we have
described the need of people with chronic mental illness for decent, humane
housing, adequate nutrition, and other supportive services. Above all, they need a
way to purchase these services or to have the services purchased for them. The
money to pay for the entire range of services should not be tied exclusively to the
health care system. We have already recommended certain ways in which existing
programs could be modified to make these needed services available.

We favor, in principle, a system that enables individuals to receive income
support benefits directly. Disabled individuals, their families, or their legally
appointed guardians, if they wish or need such assistance, should have maximum
possible autonomy in choosing a placement and using the disability benefit.

Two distinct types of financial assistance should be recognized: reimbursement
for SpEﬂflEd medical expenses, properly part of the health insurance system; and
social welfare costs, properly part of an income maintenance program designed to
recognize the unique circumstances and needs of persons with any type of disability,
physical or mental.

The fact that our current system uses health insurance to pay nonmedical costs
related to caring for the chronically disabled argues for a new approach to financing
their care. Accordingly, the Commission recommends:

e The Department of Health, Education, and Welfare explore the
feasibility of creating a new system to meet the costs of chronic mental
disability, either as an extension or modification of the Supplemental -
Security Income program or as a new federally financed income
support system. '
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New Directions for Personnel

The quality of mental health care depends ultimately on the knowledge, skills,
and sensitivity of those providing it. We can build a network of comprehensive
services and provide people with the means to pay for the services but accomplish
little in the absence of skilled personnel to meet the diverse needs of those requiring
care.

“In its preface to the Health Professions Educational Assistance Act of 1976, the
Congress stated that .. .the Federal Government shares the responsibility of
assuring. . ; [that] qualified personnel are available to meet the health care needs of -

" the American people. It is, therefore, appropriate to provide for the education and
 training of such personnel. . . .

The Commission concurs with this statement and believes it has special
relevance for mental health. ' '

Since the establishment of the National Institute of Mental Health in 1946, the -
policy of the Federal Government with respect to mental health personnel has been
to increase the number of qualified specialists. Implicit in this policy was the
assumption that an increase in numbers would help to assure that all Americans had
access to needed care. This assumption has not proved to be correct.

There has been a marked increase in the number of professional and
paraprofessional mental health practitioners. However, rural areas, small towns, and
poor urban areas still have only a fraction of the personnel they need. Many mental
health facilities have a shortage of trained personnel. The mental health professions
still have too few minority members. There is a shortage of specialists trained to
work with children, adolescents, and the elderly.

If these problems are to be addressed during the next decade, Federal mental
health personnel policy must be redirected. We believe the three major objectives of
a new policy should be to:

—encourage mental health specialists to work in areas and settings where severe
shortages exist; :

—increase the number of qualified minority personnel in the mental health
professions, and the number of mental health personnel trained to deal with the
special problems-of children, adolescents, and the elderly; and

—assure that the skills and knowledge of mental health personnel are appropriate
to the needs of those they serve.

Since 1969, Federal support for mental health personnel has been steadily
reduced and some have urged that it be phased out. In our opinion, these problems,
affecting as they do the poor, minorities, the rural population, children, the elderly,
and those dependent upon public facilities, cannot be solved without Federal
support. Sufficient resources must be assured in the transition period and in the
future.
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Personnel for Unmet Needs

If our goal is to make available high quality mental health care to all Americans,
there must be specialists who can meet the needs of the individual living in a rural
area or smaller town, the child with 'a severe learning disability, the troubled
adolescent, the disturbed person who cannot speak English well, the young adult
with a chronic mental disability, and the depressed older person. We do not have
Encugh such speaallsts today.

Ma!distributidn,of Mental Health Personnel

- The major mental health personnel problem facing the country is not one of
inadequate numbers, It is, more precisely, one of the maldistribution of personnel.
There' are proportionately fewer mental health practitioners in rural areas, smaller
towns, and poor urban communities. Public mental health facilities, particularly
State mental hospitals and community mental health centers, are often unable to
recruit and retain personnel. :
v The choices pmfessmﬁals make about where to practice are, to some degree,
influenced by the nature of their training. Large State hospitals are rarely viewed as
ideal training sites. The needs, culture, values, and special problems confronting the

underserved are not well represented in curricula. Limited attention is given to -

developing the specific skills necessary to work in organized care settings or with
populations that have special needs.

To encourage mental health practitioners to work where they are needed, to
provide them with the knowledge and skills necessary to deal with a wide range of
mental health problems, and to cultivate the sensitivity and competence required to
relate to people from diverse backgrounds and differing lifestyles, the Commission
recommends that:

® Federal support for students in the core mental health professions be
in the form of loans or scholarships which can be repaid by a period of
service in designated geographic areas or facilities where there is a
shnrtage c;f persﬂnnel 15

unde,rserved pﬂpulatmns %

" A Federal effort can greatly aid but cannot by itself solve the long-range
problem of providing mental health personnel where shortages exist. In the final
analysis, people will not work in areas and facilities that are unattractive and that do
not provide opportunities for professional growth. Economic, career development,
and educational incentives have all been considered by the Commission. We believe

" many are feasible, but we also believe States and local mental health authorities and

agencies must determine which initiative is appropriate for them. We strongly urge

‘them to do s0.7

In recent years there has been a reduction in the numbers of American medn:al
graduates eﬁtenng psychiatric residency training. A severe restriction has also been
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plaeed on the entrance inte the r:euntry Df fereigrr rﬁedicel greduates, many of
the pSychlatrlets end other physmens steffmg these fer:llltlee are gl;eduates of fc:relgn
" ‘medical schools. Even such States as New York and Connecticut, which have a
comparatively ample supply of psychiatrists, depend on foreign medical graduates
for approximately 70 percent of the State hospital physician staff. If adequate mental
health services are to be provided in areas where shortages already exist, steps must
be taken :to assure that the present supply of psychiatrists is at least maintained.
B Accordlngly, the Commission recommends that:

e The Health Professions Educational Assistance Act be amended to:

a) designate psychiatry as a medical shortage specialty and require
medical schools to set aside a certain proportion of their residency

- positions for this discipline; and

b) permit those medical students who have an ebllgatnon to serve in
the National Health Service Corps to defer such service until
completion of psychiatric and/or child psychiatric residency train-
ing.2°

Rar:ral minorities remain greetly underrepresented in the mental health disci-
plmes This is particularly true of psychiatry and psychology.?® While efforts have
been made to increase the number of minority students being trained, decreases in
the Federal mental health personnel budgets over the past few years have slowed
this trend and threaten to reverse it. The Commission believes these efforts deserve
higher priority in the allocation of funds.

A ‘multi-level effort with specified goals must be undertaken if we are to
increase the number of minority mental health professionals who provide service as
well as the number who are involved in teaching, research, and administration. To
accomplish these goals, the Commission recommends that:

» The Department of Health, Education, and Welfare:

a) at the high school level, develep special projects to interest
minority high school students in mental health careers and
augment them by a program of summer and part-time internships
which provide work opportunities in mental health facilities and
programs;.

b) at the college level, develop a program to provide scholarship
’suppart in lhe sor:ial behaviﬂrai end bir:rrriedieal seienees to

health setlmgs should also be prnvrded

c). at the graduate level, expand the minority fellowship program
funded by the National Institute of Mental Health and administered
by various professional associations to include trainees in psychia-
try, psyr:hr:logy, psychiatric social work, and psychiatric nursing
who are planning clmleal ar:lrmmslratlve, or academic careers, and
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“d) at the faculty level, develop a fellowship program to enable facuity
of ‘academic institutions engaged primarily in educating minority
students to complete their doctoral work or to receive post-
doctoral training.

Children, Adolescents, and the Elderly

" The Commission is particularly troubled by the lack of people trained
specifically to work with children, adolescents, and the elderly. These groups
comprise more than half the Nation’s population, but they are among those receiving
the fewest' mental health services. Since the interplay” between socioeconomic,
cultural, biological, and psychological factors is so profound during these life stages,
those who provide care must have highly specialized knowledge and skills. Mental
" health care to children, adolescents, and the elderly often requires professionals who
can work well with paraprofessionals, volunteers, and individuals working in the
other hurman services. Few educational programs exist to train such people,*° and
the result is a shortage of specialists. The Commission therefore recommends that:

o The Department of Health, Education, and Welfare fund efforts
designed to increase the number of mental health professionals trained
to work with children, adolescents, and the elderly with the provisions
that: ' .

a) programs include training in supervision, administration and con-
sultation as well as in diagnosis and treatment;

b) areasonable amount of faculty supervised training be given in such
facilities as schools, hospitals, clinics, nursing homes, and senior
citizen programs; and . '

¢) students receiving scholarship or loan support be required to repay
them by service in publicly funded facilities or other shortage
areas,

Special Education, Career Development, and Planning

In our judgment, the recommendations we have made pertaining to personnel
to meet the needs of underserved individuals represent our first priority. There are,
however, other actions which could further enhance ‘the responsiveness of the
service delivery system and the quality of care provided. '
Special Training Projects

Many more individuals with emotional problems receive care from the general
 health sector than from the specialized mental health sector. Because of this, it is
~ important that primary care practitioners be able to recognize the emotional -
problems of their patients, provide the proper assistance when indicated, seek .
consultation when necessary, and refer the most serious and complicated problems -
to the appropriate mental health personnel. The Commission recommends that:  ~.
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e The Department of Health, Education, and Welfare provide funding for
education in mental health principles, psychiatric evaluation, and
treatment to primary health care givers and students, particularly
physicians and nurses, preparing for work in primary health care.

- The development of a network of comprehensive mental health services
_requires that mental health personnel have a better understanding of the activities
and contributions made by people working in the health, social service, and

" ‘community support systems. People working in these fields also can benefit from a

“more complete understanding of mental health principles. The National Institute of
“Mental- Health has for-many years provided support for a limited number of pilot"
-and experimental training programs. This capacity should be maintained. The
- Commission recommends that: ’ '

" @ The Department of Health, Education, and Welfare:
~ a) ~provide funding for selective projects designed to enhance the
- capability of personnel in mental health, health, social service, and
community support systems to work more closely together; and
b) facilitate joint funding where an educational institution proposes
* to meet more than one target problem in a single special training
program. ‘

As the mental health care system evolves, additional personnel trained to
-perform highly specific tasks will be needed—personnel for case management and
advocacy, for prevention, and for planning, evaluation, and administration. The
Commission therefore recommends that:

e The National Institute of Mental Health provide funding to special
projects designed to develop programs in mental health administration,
case management, and primary prevention.

Curriculum Development

" Throughout this Report we have made recommendations which require
additional courses and curricula in basic educational programs. These same
fecommendations could also apply to the continuing education of those already
“ working in-the ‘mental health field. In many instances, curricula and training
_materials for these priority areas are not adequate. Because this is a problem
throughout the country, we believe it would be more efficient for the National
Institute of Mental Health to develop and disseminate appropriate information.
Therefore, the Commission recommends that:

e The National Institute of Mental Health, through grants and contracts,
fund the development of culturally relevant training materials and
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model continuing education programs for both mental health profes-
-sionals and paraprofessionals.
¢ The National Institute of Mental Health pmvude funds for developing
- and testing culturally relevant model curricula related to the nature -
and function of human service and community support systems for
mental health spec;ahsts, paraprofessionals, and such community
caregivers as primary care practitioners, clergy, and educators.

Paraprofessionals

One of the major recent changes in mental health personnel has been the
development of a large body of trained paraprofessionals. The social programs of the
1960's and 1970’s initially funded the training and employment of poor, minority, or
indigenous workers in human services as a way of creating jobs and of using the
talents of people whose cultural closeness to those they served made them more
~ understanding of their problems and better able to communicate with them. Many
of these “‘new careerists” found employment in mental health agencies. A new kind
of paraprofessional emerged with the development of community colleges and
programs at the Associate of Arts level for human service workers, and there are
now more than 200 such programs graduating 10,000 students a year.

The functions performed by paraprofessionals range from patient advocacy to
counseling, from providing child care services to staffing halfway houses. No one
can ignore the contribution they have made or the need to increase the effectiveness
of - that contribution. To better integrate paraprofessionals into the mental health
personnel system, the Commission recommends that:

¢ - The National Institute of Mental Health accelerate its efforts to develop
guidelines defining the various levels of paraprofessionals, specifying
the activities they should perform, and the supervision they need.

Needs Assessment for Personnel Planning

There is inadequate information and little agreement about the most appropriate
activities which can be performed by the various categories of personnel, both
professional and paraprofessional, or how many of each are needed to staff facilities.
This makes difficult an assessment of national and iocal personnel needs, the
designation of shortage areas, and the evaluation of efforts to meet these needs. To
promote better planning and program direction, the Commission recommends that:

e The National Institute of Mental Health develop a Enmprehénswe
mental health personnel information system.
o The National Institute of Mental Health, through contracts and grants,
undertake studies to:
a) describe the services required by people with different types of-
" _mental or emotional problems;: .
"b) develop models of function and qualifications for the staffing of
" mental health facilities and the provision of these services;*' and
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c) identify the ways in which the efficient utilization of parsonnel is
impeded and suggest corrections.®

Implementing the New Program

The redirection of Federal priorities we have proposed will. require changes in

. current legislation.* It will also require a stable and adequate budget. Funds for

research training are dealt with elsewhere in this Report. With regard to the
development of personnel for service delivery, the Commission recommends that:

e Funding for clinical and service manpower and training programs of

the National Institute of Mental Health be increased to $85 million in

~ fiscal year 1980, and in subsequent years be adjusted annually for
" inflation.

The Commission realizes that this call for redirection occurs just as many
academically based mental health training programs are feeling the effects of
inflation, more stringent State budgets, and a_reduction in funds from other Federal
- sources. It is entirely possible that some will tind it difficult to maintain an adequate
- core- tralnmg capacity. The Commission therefore recommends that:

e The National Institute of Mental Health have the authority, for a
period. of no more than five years, to award distress grants for graduate
professional education when it can be shown that a loss of current
Federal funds would measurably alter the number of graduates or the
quality of training.
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Protecting Basic Rights

The protection of human rights and the guarantee of freedom of choice are
among the most basic: principles of society. Mental health programs and services
“must not disregard these values. Each client or patient must have the maximum
possible opportunity to choose the unique combination of services and objectives
appropriate to his or her needs. This must include the option of preferring no
services as well as the option of selecting particular services in preference to others.
Advocacy

‘We are keenly aware that even the best intentioned efforts to deliver services to
mentally disabled persons have historically resulted in well-documented cases of
exploitation and abuse. For this reason, an effective advocacy system must be
created to protect the rights of all who receive services. The Developmentally .
"Disabled Assistance and Bill of Rights Act of 1975 requires States to develop
protection and advocacy systems for developmentally disabled persons as a
condition of continued Federal funding for programs and services that assist_this -
population. These :systems, which now exist in all 50 States, include but are not
limited to legal advocacy and function independently of service praviders. Similar
provisions should be made for advocacy on behalf of the mentally ill. Therefore, the-
Commission recommends:

e The establishment of advocacy systems for the representation of
mentally disabled individuals.* In adversary or judicial settings we
recognize the importance of counsel to represent not only the mentally
disabled client (or those acting in his or her behalf) but also the State
or provider against which a claim is made.* .

Discrimination

Laws, regulations, and practices deprive mentally disabled people of equal
entitlement and choice in securing Federal benefits, housing, jobs, education, health,
and other services. Certain actions at the Federal level can help to end the needless
discrimination against the mentally disabled in our society. Special attention must be
given to children, the elderly, minorities, the involuntarily detained, the chronically
mentally disabled, and prisoners—groups which are often at great disadvantage in
coping with discriminatory practices. We believe periodic reviews of Federal

programs will be particularly helpful in identifying and modifying unreasonable or .

discriminatory. practices or requirements. Moreover, existing Federal programs in -
such diverse areas as housing, vocational rehabilitation, and-aid for veterans and the
elderly can be a valuable source of assistance for mentally disabled people. In many -
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instances, these resources can mean the difference between being in an institution
and living in the community. The Commission therefore recommends that:

. AII Federal agencies enforce existing laws and regulations which
prohibit discrimination against mentally disabled persons and seek to
equalize oppﬂrtumtles for such'individuals.*

® All Federal ‘agencies review their statutes, regulations, and programs
- for instances of discrimination against mentally handicapped persons.

& The DEpartment of Health, Education, and Welfare vigorously imple-
ment. the requirements of the Education for All Handicapped Children
Act and formulate regulations to assist school districts to provide for
the mental health needs of children and youth.*®

Commitment and Guardianship
. " Civil commitment is an intrusion on personal liberty and autonomy. Therefore,
we believe that high priority should continue to be given to developing and adopting
statutory language that describes, precisely and unambiguously, the types of
- conditions and behaviors that can lead to loss of personal liberty, There must also be
,mc:reased prc;x:edural protections during the process of civil commitment.

" We believe that high priority should also be given to improving the guardianship
- system. Because guardianship can lead to a deprivation of legal rights, it is a highly
restrictive- method of providing supervision and assistance to mentally disabled
persons. It is therefore essential that guardianship laws be carefully tailored to avoid
any unnecessary restrictions on the rights of individuals. Particular attention must be
. paid to increased procedural protections s and to limiting guardianship to those
activities in which a person has demonstrated an incapacity to act competently. The
Commission recommends that:

e Each State review its civil commitment and guardianship laws and
revise them, if necessary, to incorporate increased procedural protec-
tions.

e State guardianship laws provide for a Sylerﬁ of limited guardianship
in which rights are removed, and supervision is provided, for only
those activities in which a person has demonstrated an incapacity to
act competently.*

The Rights of Those Receiving Care

There are strong legal, ethical, and social policy reasons for adopting the
principles of a right to receive treatment, a right to receive treatment in the least
restrictive setting, and a right to refuse treatment. While the Supreme Court has not
ruled on whether there is a constitutional right to treatment (for mentally ill persons).
or to habilitation (for mentally retarded persons), all involuntarily confined mental
patients have a “constitutional right to receive such treatment as“will give them a
reasonable opportunity to be cured or to improve (their) mental condition.”*' To
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fulfill this right, a State must provide treatment in a humane physical and
psychological environment, qualified staff in sufficient numbers, and an individual-

‘ized treatment plan for each patient. Mentally handicapped residents of institutions

also have a constitutional right to protection from harm, physical intrusions, and
psychological oppression or acts causing mental distress. *

The right to treatment in the least restrictive setting is inextricably tied to the
adequacy of treatment and the specific needs of each individual. The criterion ““least
restrictive setting” refers to the objective of maintaining the greatest degree of
freedom, self-determination, autonomy, dignity, and integrity of body, mind, and
spirit for the individual while he or she participates in treatment or receives services.

_“Least restrictive setting” applies to both community and non-community-based
programs.**

“The right to refuse treatment is somewhat more complex and less developed.
Consensus does not exist regarding this right. Its assertion rests upon a number of

_ principles such as the right to maintain personal autonomy, the likelihood that

treatment would be more effective if accepted voluntarily, and the need for
“regulation” of treatment by protecting the individual from misuse of customary
procedures. The right to refuse treatment is in some instances applied to specific
forms of treatment which are particularly intrusive, for example, psychosurgery. The

~ Commission’s intent in enumerating the above principles is neither to validate nor

invalidate them. We are of the opinion that this is a significant area which warrants
careful consideration and informed deliberation in developing appropriate policies.
The Commission recommends that: '

e Each State review its mental health laws and revise them, if necessary,
to ensure that they provide for:

a) a right to treatmentiright to habilitation and to protection from
harm for involuntarily confined mental patients and develop-

- mentally disabled individuals; :

b) a right to treatment in the least restrictive setting;

c) a right to refuse treatment, with careful attention to the circum-
stances and procedures under which the right may be qualified;
and

d) a right to due process when community placement is being
considered.**

To articulate these and other rights, the Commission recommends that:

e Each State have a “Bill of Rights’’ for all mentally disabled persons,
wherever they reside.*

| Confidentiality and Privacy

Confidential information in mental health records must be safeguarded if
meaningful treatment is to take place and if mentally handicapped persons receiving
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services are to be free from stigma, discrimination, and harm. Although confidential-
ity cannot be an absolute requirement, the Commission recommends that:

e All recipients of Federal funds to provide mental health services be
required to adhere to certain basic principles of confidentiality, and
that other institutions and facilities be encouraged to follow this
‘practice. %

The gathering of research data is essential if we are to understand the variety of

mental disorders and design programs of effective treatment and management.
 Biomedical and behavioral research frequently require access to patient and client
records. Clear measures must be developed that permit the conduct of needed
-research while assuring the protection of individual privacy. While efforts are under
‘way.to develop these measures, we urge the Department of Health, Education, and

Welfare to continue to clarify privacy and research issues.” Our concerns about

_protecting the rights of people who become research subjects are discussed in the

section entitled Expanding the Base of Knowledge under the heading Human

" Experimentation.

= The,Cﬁmihal Justice System

““A high perc:eﬁtage of jail and prison inmates are mentally disabled. To make it
possible for prisoners to receive the mental health services they need, or to continue
in therapy initiated before incarceration, statutory changes should be made so that

" access o appropriate mental health services exists, and so that these services can be

delivered on a voluntary basis with confidentiality comparable to that which exists
in private care. Participation in treatment must be unrelated to release considerations
if mental health services to prisoners are to be effective.* The Commission therefore

“recommends that:

e Mentally disabled persons in detention ar correctional institutions
should have access to appropriate mental health services on a
voluntary basis and such access should not be connected with release
considerations. ¥
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Expanding the Base «f ¥howledge

Bpanding oir  indbesgineling et furailionicng, of the mind, the causes of
mental and emaioeal i lhes, anl o elicacy of watrious treatments is crucial o
future progress in nsetadhedth, Thgljs atcoryliied  through research, Research s
not an abstraction, ttis atenl it ye B topov ide answets to questions about
the causes, preveption, and teatniesjof tentzllivss.

iologlcal, pgy.::lmlé)glc:al. and (.mééclniginglml research since World War 11,
much of It federlty funled: ha e it inderstanding of the nature and
teatment of mental Hness, Fedeesy) goolies hive also supported social sclence
research that hag demomsraed ey« ot stuational stress and environmental
condifions on emgyional wellbeligg Berwior-and - clinfcal research have contrib-
ued to importap Advances in theg peiner | of depression, schizophrenla, and
behavior and legmying «sotlers, Miiny of tHue acdvances can be traced to the
financial investrene the Nastion niagy 1o nenatil haalth research between 1955 and
1969,

Since 1969, hywever, alir ndlag| rcar- apacity has undergone substantlal
erosion, and ayr invesirent et hsulh research is now so low the
development of now know Bedge [s IQDI,;:;nulize@xl. Il lhve Nation’s research capacity is
allowed to disinggrate, It il be i mwe eliile and costly to rebuild than lo
restore and Imprgye It at the Presenjme:

Restoring the Natiors Kesearv) (Cihaccly

Qur understanding of, and knogyled it ab-il, nental disorders did not increase
just because Fecioral doblirs were agyily i, el bicause the dollars were allocated
for the specific pupose of evelopiy o susslinings a research capacily. Investiga-
tors from a wide e @fdisciplineam@ﬂu(linghmh experienced senior investigators
and promising young ¥ nvesligators, we=t sumporled. Institutions where research
could be conducied feceived neces gy 2istanie. Spoecialists in the management of
scientific inquiry were dhveoped -y yslle anl drect these activities at both the
policy and admipistrative level s,

While the nynybet of rrew arta gy nd f jrob«lims requuiring research has continued
lo grow, the compirtion of inflaiy jela Fdenl financial commitment that has
remained al abay the san-e level Hy et pas-tien years has resulted in a research
dollar that can buy far kssloday jlap 1 co=tl 3 decade ago. This threatens the
research capacity (hal has been de;ﬁ.fdc,pgd, armlendangers the quality and the depth
of research.

Neither sCience adeirsistratars | geiern enent rvor researchers in the field can
plan for sustaing] inveslgations. T, Jeitio«n of grant awards has been cut. The
number of invesiigalors supported |y alcre-aed The size of the grants is being
reduced routinely at the time they g yMoveat Ongoing projects are experiencing
10 to 15 percent custs in thexir yearhy [ud gls. o
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Reduced funding for research, training, and changes in policy, have palred
the ability to develop minority researchers, young scientisty, and investigators In
fields of study such as those associated with problents of facial minotitles, chitdhued,
adolescence, and the aglng, ds well as in the basic behavioral and bralh selences,
Academic and research institutions and facudlty have been forced to tuen thelr
energles to other areds, and new researchers are being discouraged from entering
the field.

sufficient and stable funding of mental health tesearch is o key elemient in
generating and developing knowledge. Sufficient and stable funding are imperitive
if the three Institutes of the Alcohol, Drug Abuse, and Mental Health Administeation
Jte to continue to have vital and productive research programs,

The President’s proposed budget for fiseal year 1979 calls for ihdense in
funding for research al the National Institgte of Mental Health, the Nationdl instule
on Alcohol Abuse and Alcohollsm, and the National Institute on Drug Abuse. If
Congress adopts these proposals, the first step will have been taken toward repalii g
the damage of the past decade. But it is only the first step. The Commission
recommends that:

e Priority be given to rebuilding our mental health rescarch capacity
over the next len years and to investing an amount of monty that is
commensurate with the level of the problems associated with mental
health, alcohollsm, and drug abuse,

To meet immedidte needs in fiscal yoar 1980 so that promising research leads
in the fields of mental health, alcoholism, and drug abuse can be developed and
pursued, the Commission recommends that:

e The National Institute of Mental Health reseaich budget be incressed
by $30 million to a level of $165.4 million in fiscal year 1980.%¢

o The National Institute on Alcohol Abuse and Alcoholism research
budget be increased by $9 million to a level of $30.2 million in fiscal
year 1980.%

¢ The National Institute on Drug Abuse research budget be increased by
$9 million to a level of $55 million in fiscal year 1980.%

Approximately 88 percent of mental health and behavioral science research is
federally supported.®* Private sources fund about 4 percent, and State governments
fund 8 percent. Although most State governments have either not invested in or are
reducing the amount of money they invest in mental health research, we believe
that they have a particularly pertinent role to play in the conduct of research.
Research in the delivery of mental health services is one such area. The Commission
recommends that:
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o The Administrator of the Alcohol, Drug Abuse, and Mental Health
Adminlstration develop guldelines for providing Federal Incentives to
stimulate increased State support of research activities in mental ealth
and related areas.

Pespite the fact that one-third of Veterans” Administration hospital beds are
oceupled by patients with either mental of emotional disorders, only $3.3 millior of
the $100 milllon the Veterans' Administration spends on all research is direclly
allocated to research tn mental llness, The Commission recommends that:

* Veterans’ Administration funds atlcated to mental health research be
Increased to a level which more closely matches the amount of mental
health services it provides,

The tralnihg and support of research personnel are essentlal to the advancement
of knowledge in mental health and the restoration of 4 strong research capacly.
Today we find disillusionment, confusion, and an inability on the part of institutlons,
teachers, and trainees to plan for education and development. What is missing in
many areas ate skilled invesligators to undertake the work that needs to be done.
This Is especially true of minorily tescarchers. Because of the urgent need to restore
our capacity to carry out research with well-trained investigators, the Commission
recommends:

® A review of the current mannet in which the Federal government
supports and trains research manpower, and a sensible increase over
the next decade in that support to enhance our ability to train needed
research personnel, 3¢

e The National Institute of Mental Health research training budget be
increased by $6.3 million to a level of $25 miltion in fiscal year 1980.

Mechanisms to ensure accountability and relevancy in the use of public funds
are essential to any responsive and responsible scientific enterprise. * Assessments of
the peer review system over the past 30 years indicate that this method of judging
research projects is sound. However, we need better data for the Alcohol, Drug
Abuse, and Mental Health Administration to effectively monitor our present research
and future research needs. We also need to gather research information throughout
the govetnment to better coordinate Federal research efforts and to better d issermirate
that information. The Commission recommends that:

® A central data retrieval system which can be used for research
management be created within the Alcohal, Drug Abuse, and Mental
Health Administration, and a central system for cataloging mental
health research conducted throughout the Federal government also be
developed.
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e Attention be given by the Alcohol, Drug Abuse, and Mental Health
Administration to measures for increasing the flow of knowledge from
investigator to investigator, and from researchers to practitioners and
the public,

Areas Requiring Special Attention

Long-term epldemiological and survey research are necessary to understand the
incidence and scope of mental disorders in this country. The need for more precise
demographlc and socloecoromic data is urgent if we are to understand and meet
the different needs which exist In our society, Data to determine the availability and
utllizatlon of services are also Insufficient, Without such data It is difficult to assess
needs or to plan for and dellver services, The Commission therefore recommends:

o Immediate efforts to gather reliable data (including socioeconomic and
demographic data) on the incidence of mental health problems and the
utilization of mental health services. Particular attention should be paid
to population groups within our society known to have special needs,
such as children, adolescents, the aging, women, and racial and ethnic
minorities,

e Increased research efforts designed to produce greater understanding
of the needs and problems of people who are underserved or
inappropriately served or who are at high risk for mental disorders. ¢

We must enhance our understanding of how mental health services are
currently provided and how they should be provided in the future, Research into the
effectiveness of treatment, including valid patient outcome studies is necessary. We
must also increase our knowledge about the kinds of personnel best suited to
provide particular services, and the patient outcomes that result. There is a need for
greater understanding of the effectiveness of support and treatment settings such as
halfway houses, foster homes, rehabilitation centers, nursing homes, and day
treatment programs. This involves a fuller understanding of the physical design of
these treatment settings and how this relates to patient response. We should also
increase our ability to evaluale newer treatment approaches such as nutrition therapy
or less traditional treatment forms such as arts therapy. The financing of mental
health facilities and services, the factors that influence service utilization, and
manpower staffing patterns require attention and examination. The Commission
recommends:

e Expanded research on the ways mental health services are delivered
and the policies affecting these services.

Sociological, anthropological, biological, and psychological research, and
research in the brain sciences must be encouraged if the promise of current work in
these fields is to be realized. Learning more about the major mental disorders, the
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process of learning, the factors that influence deviant hehavior, and the addictive
process Is Important and deserves higher priority for research funds, The knowledge
gained from such efforts could form the basis for improving current lreatment
approaches. The Commission recommends:

e Research directed toward understanding major mental illnesses, mental
retardation, and basic psychological, sociological, biological, and
developmental processes receive greater support and increased prior-
ity.

Human Experimentation

We have discussed our concern about the confidentiality of patient and client
records and the protection of individual privacy in the previous section under the
heading, Confidentiality and Privacy,

The use of human subjects in biomedical and behavioral research also is a
national concern. It involves not only patients, legal advocates, physicians, and the
scientific community, but all who are concerned with ethics, human rights, and
dignity.

The Commission recognizes the importance of research in advancing our
knowledge about the causes, prevention, and cure or amelioration of mental
disorders. There is no cuestion that hiomedical and behavioral research are
necessary, but those who have been deprived of their personal liberty on the basis of
alleged mental disability, or whose ability to give free and informed consent is
otherwise questionable, should not bear the burden of scientific inguiry on behalf of
society as a whole. We believe that continuing review and oversight are necessary
to ensure that the difficult and important questions in this area are addressed.

The National Commission for the Protection of Human Subjects of Biomedical
and Behavioral Research has undertaken serious and steady examination of the

* problems posed by the use of human subjects in medical research, especially as it

relates to the institutionalized mentally disabled. However, that Commission will
soon end its work. The Commission recommends that:

e An entity be created to replace the National Commission for the
Protection of Human Subjects of Biomedical and Behavioral Research.
This entity should use a broad-based approach in evaluating policies
developed by the current Commission and should address those
questions still unanswered that relate to the protection of research
subjects.



A Strategy for Prevention

The Commission recognizes that mental health problems cannot be solved by
providing treatment alone. Efforts to prevent problems before they occur are a
necessary ingredient of a systematic approach to promoting mental health.

In the course of our deliberations we frequently heard people refer lo three
levels of prevention. Primary prevention was defined as any activity that attempts to
eliminate the causes of mental disorder or disability; secondary prevention as
activities involving the early detection and prompt treatment of disorders so that they
do not become more serious; and tertiary prevention as the rehabilitation of
individuals during or after an illness so that they will be able to live independently
and with minimal permanent disability.

This Commission is concerned with preventing mental illness and emotional
disturbance and with promoting the strengths, resources, and competencies of
individuals, families, and communities. Our working definition of "prevention”
embraces a broad range of activities which attempt to help individuals avoid
becoming "'patients.”’

The history of public health in the past century provides ample evidence that
programs desigred to prevent disease and disorder can be effective and economical.
The mental health field has yet to use available knowledge in a comparable effort,
Such efforts should be guided by the answers to six basic questions: (1) What groups
of people are at high risk of developing mental illness or emotional disorder? (2)
What factors contribute to the risk and what is the relative importance of each of
these factors? (3) Can we effectively reduce or eliminate the most significant of these
risk factors? (4) Does eliminating them effectively lower the rate of emotional
disorder or mental illness? (5) If it does, are the costs of intervention justified by the
benefits obtained? (6) Are the programs responsive to the principles governing both
the rights of individuals and the rights of society?

With these six questions in mind, avenues that might be usefully pursued
include: (a) reducing the stressful effects of life crisis experiences such as unemploy-
ment, retirement, bereavement, and marital disruption due to death or other
circumstances, and (b) analyzing and understanding the nature of social enviror
ments, including those of hospitals and other institutions, so that, as an ultimate
goal, environments may be created in which people achieve their full potential. 5’
Although effective programs to reduce distress and emotional disorder can and
should be developed for the entire life span, we believe that helping children must
be the Nation's first priority in preventing mental disability.

Prenatal and Perinatal Care

Good care during the period of pregnancy and childbirth can prevent certain
conditions that may later lead to mental disability and can detect others early
enough for effective treatment. However, fully 30 percent of the pregnant women in
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the United States currently receive no care during the first trimester of pregnancy.
Abundant data Indicate that severe maternal malnutrition retards fetal growth and
that the combination of malnutrition and an impoverished environment inhibits
proper mental development In Infants. Genetic, biological, environmental, and
motivational factors also represent potential threats to the newborn child’s health
and abllity to thrive. To ensure good prenatal care and to minimize risk to the fetus
“of either physical or mental disability, the Commission recommends that:

¢ Comprehensive prenatal and early infant care be available to all
women, with special consideration given to school-age pregnant
women and other high-risk groups.

Child Health Assessment and Developmental Review

The delivery of a biologically healthy infant does not guarantee that the child’s
psychological and social development will be smooth. It is vitally important to detect
and attempt to correct at the earliest stages problems of physical, emotional, and
cognitive development which can lead to emotional maladjustment and learning
difficulties. The Commission recommendls that:

e A periodic, comprehensive, developmental assessment be available to
all children, with consent of parents and with maximal parental
involvement in all stages of the process.

Provision should be made for children not eligible under existing publicly
~financed programs lo participate. Mental health professionals should assist in training
those who will perform the developmental assessment, and they should provide
direct services where indicated.s?

We are aware of the important relationship between health and mental health,
and of the variety of Federal programs which can provide screening and follow-up
care for the health and education of infants and children. In line with our belief that
children's needs can be served most effectively by programs that provide compre-
hensive service, the Commission recommends that:

o The Secretary of Health, Education, and Welfare review existing
Federal programs that pertain to health and mental health services for
infants and children and design a coordinated national plan to make
available comprehensive services for all children, s

Developmental Day Care Programs
With the growing number of working mathers—51 percent of the mothers of
school-age children are employed, and many mothers work in order to meet
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subsistence needs—~many families urgently need more and better day care for thelr
children. There are not enough programs available. A variety of child-care options
should be explored.® Research has shown that child-care programs that focus on
emotional and cognltive development can help to promote positive mental health.
The Commission therefore recommends:

e Increases in the number of Project Headstart and developmental day-
care programs, so that within a reasonable period of time all children
needing these and similar programs can have them available, Special
attention should be paid to ensuring the inclusion of additional
handicapped, rural, and migrant children. Such programs should be
culturally acceptable to parents and the communities, *?

Foster Care and Out-of-Home Care for Children

When foster care and out-of-home placements last longer than one year, or
when multiple placements occur, children are less likely to retun to their natural
parents, They are also more likely to develop significant emotional problems. Yet
large numbers of children are placed without adequate prior evaluation or attempts
at counseling and support for their families. Moreover, many children in placement
receive no reevaluation or follow-up for extended periods of time.

Strong family support services and programs can prevent unnecessary and
inappropriate foster care or other out-of-home placements and the difficulties which
often result. Current Federal funding patterns often provide financial incentives for
the removal of children from their homes but prevent them from being returned
home or placed in other permanent living situations, including adoptive homes. This
must be corrected. Efforts should also be taken to reduce the disproportionate
number of minority children placed in out-of-home care. This is a particularly
serious problem with American Indian children. We therefore reommmend that:

® When children are candidates for out-of-home placement, there should
be prior evaluation of the child and of the need for such placement.
Family counseling and support should be made available.*

A Center for Prevention

At present our efforts to prevent mental illness or to promote mental health are
unstructured, unfocused, and uncoordinated. They command few dollars, limited
personnel, and little interest at levels where resources are sufficient to achieve
results. If we are to change this state of affairs, as we believe we must, the prevention
of mental illness and the promotion of mental health must become a visible part of
national policy.

To create visibility, there should be identifiable organizational components
within Federal agencies that have direct responsibilities for mental health or whose
programs clearly affect mental health concerns.** These components should be
responsible for establishing priorities, developing programs, and advocating appro-
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priate resources for the prevention of mental iness and emotional disorder, The
programs which they sponsor should be almed at high-risk populations and high-risk
situations, limited to strategies where the prospects for successful intervention are
greatest, and based on principles generally accepted in society. As a first step, the
Commission recommends that:

o A Center for Prevention be established in the National Institute of
Mental Health.*

e Primary prevention be the major priority of this Center.

e $10 million be allocated during the first year with a funding level of no
less than 10 percent of the National Institute of Mental Health budget
within ten years, lo support epidemiological, biomedical, behavioral,
and clinical research aimed at prevention; to assess and evaluate
existing programs of prevention; to replicate effective preventive
programs, including those related to communily support systems; and
to engage in other appropriate activities.
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Improving Public Understanding

in this report we have noted the dramatic changes in the treatment of the
mentally ill that have occurred during the past twenty-five years. We have
highlighted the development of community care and the establishment of community
mental health centers. We have described the trend toward moving people with
chronic mental disabilities out of large State hospitals.

The shift from non-community to community-based care, while solving certain
problems, has brought in its wake a number of new problems. Mentally ill and
mentally retarded persons discharged from hospitals face difficulties in being
accepted by people in their home communities. Too often, they return to find
ignorance, prejudice, and fear of mental illness, discrimination, and social ostracism.

Few disagree with the principle that no individual who needs assistance should
feel ashamed or embarrassed to seck or receive help. Yet people who have mental
health problems, or who have had them in the past, often are discriminated agalnst
when they seek housing or employment, when they are involved in divorce or
custody proceedings, when they are asked to serve on juries, and even when they
attempt lo vote.

These situations are usually discussed under the general heading of '*public
attitudles toward the mentally ill.” But this is too general a thought, because It fails to
take into account the fact that not all mental health problems are the same. Some
people are, or have been, acutely ill. Others suffer a chronic, lingering disability and
may elicit a different response than the person who is seen as having recovered or
as capable of functioning “normally.”

The misunderstanding and fear which still surround mental iliness and mental
retardation relate both to mental health services and to the people who are receiving
or have received those services. More people now seek mental health care, and
those who do often seek care sooner than they might have in the past. But many
who need help do not seek it, and many who have received help do not admit it.

In large measure the greater understanding that has occurred is due to the
development of community-based services. Many innovative mental health educa-
tion and community information programs have been brought to our attention. We
must continue to make people aware that mental health services are available in
their communities so that people eventually are as willing to use mental health -
services as they are 1o use the emergency room in the local hospital,

The movement to treat in their own communities people who once would have
been cared for in State mental hospitals has been a difficult idea for many individuals
and communities to understand and accept. Surveys continue to show that a large
portion of the public is both frightened and repelled by the notion of mental illness,
even though it is less socially acceptable to say so. Old fears about State hospitals
and the people who live in them ahound. Rather than try to understand the
differences among people with various forms of mental disability, many think only
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in terms of the stereotypes seen on television. The need to increase publle
acceptance and understanding of the chronically disabled is a special Issue, People
with chronlc mental disabllitles are the most rejected and stigmatized of all,
particularly because disproportionate numbers of them are also elderly, poor, ot
members of racial or ethnic minorities.

This Commlssion does not know how to end discrimination, We do know,
however, that the quality of Information available to the American people may help
curb the fears and anxieties which lead to thoughtless, even cruel, responses to
those who need help and understanding. In attempting to understand mental lliness,
it is worth remembering the observation made by the Joint Commission on Mental
lliness and Health that unlike physical illness, mental illness tends to disturb and
repel people rather than evoke their sympathy and desire to help,

We need better information about how people actually view mental illness and
emotional problems. Many of the methads currently used to obtain such information
were developed fifteen to twenty years ago when the mental health care systern was
very different. At that time most mental patients were confined to large State
institutions. The response of communities to neighborhood mental health facilities
was not an issue. In their daily lives, few citizens actually encountered people who
were residents of mental hospitals, or who were struggling to overcome serious
emotional problems. Thus attitudes were largely hypothetical and bore no relation-
ship to first-hand experience. The questionnaires designed at that time, which still
are in use today, do not make a sufficient attempt to distingulsh between what
people said and how they acted, or to measure how attitudes might have changed
over time.

New methods for measuring community and individual attitudes must be
devised; otherwise it will be impossible to assess the impact different community
facilities have on individuals and neighborhoads; learn why people have certain
feelings about those with mental iliness and emotional problems; and learn how to
develop a greater acceptance of mental patients and mental health services.

The media can play an important role in helping to eliminate stereotypes and in
presenting accurate information to the public. The media have already made positive
efforts in this direction. But, because of the impact television has on the development
of attitudes in children, we are concerned with its emphasis on violent acts without
appropriate explanation or interpretation. The sporadic violence of so-called
“mentally ill killers"” as depicted in stories and dramas is more a device of fiction
than a fact of life. Patients with serious psychological disorders are more likely to be
withdrawn, apathetic, and fearful. We do not deny that some mentally ill people are
violent, but the image of the mentally ill person as essentially a violent person is
erroneous.

Clearly, there is a need for more accurate portrayals of mentally and emotionally
troubled people in documentaries and in drama. There is a similar need for accurate
fictional and journalistic portrayals of the everyday lives and problems of people
who struggle with a whole range of mental and emotional problems.

This Commission believes that mental health practitioners, volunteers, and
others who seek to help the mentally ill or to represent their concerns must
constantly reassess their own attitudes toward those they seek to help and toward
each other. They could contribute to public understanding by providing a more
accurate description of the nature and variety of services and assistance they offer
and a more candid account of their own expectations and limitations.
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When this Commission first was formed, we received a lelier which said in

part:
“Mental health . . . affects every one of us—depression, marital prablems, drug and
alcohol-related problems, inability to cope as the result of a death or serious
accident, low self-esteem, sacial maladjustment problems, dealing with delincuent
children, and so many more situations.” :

The letter was a reminder that almost all Americans encounter these problems,
either themselves, or in their families, or among their neighbors and friends.
Nevertheless, the fear and misunderstanding of mental illness and emotional
problems are deeply ingrained in our society. Our task now is to begin to understand
that the causes of mental health problems are as varied as their manifestations. Some
are physical. Some are emotional. Some are ronted in social and environmental
conditions, Most are a complex combination Jf these and other factors, some of
which are unknown.

In this way we may begin to understand that none of us is immune from mental
iliness or emotional prablems, and that the fear, the anxiety, and even the anger we
feel about people who suffer these problems may merely reflect s~me of our own
deepest fears and anxieties #
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Annotations

Findings and Assessments

' See Report of the Task Panel on the Nature and Scope of the Problems,
President's Commission on Mental Health,

2 See Report of the Task Panel on the Nature and Scope of the Problems,
President’'s Commission on Mental Health,

Community Supports

3 Personal and community supports are not a substitute for formal mental health
services. Our recommendation for the development of personal and community
supports should not be used to justify public policies which would withhold from
various communities and individuals the resources, they need to obtain professional
and formal institutional services.

* Most of the early “alternative” services were started by indigenous helpers—
professionals and non-professionals—in direct response to the specialized physical
and emotional needs of disaffected young people in the mid to late 1960's, They
offered emergency medical care, a safe place during a bad drug trip, or short-term
housing as alternatives to the traditional health, mental health, and social service
facilities these young people found threatening, demeaning, or unresponsive.
Advocacy for the social changes that would make individual change more possible
was seen as an inevitable complement ta the direct service work they performed.

More recently, “alternative” se'vices have expanded and diversified in response
to their clients’ changing needs. Drop-in centers work with the families and teachers
of the teenagers who come to them. Runaway houses have opened long-term
residences and faster care programs for those young people who cannot return home
nr would otherwise be institutionalized. Free clinics and hotlines have provided
specialized counseling services for other and older groups. The alternative service
model has been adopted by some human resource programs which have identified
new community needs. -

Community groups that have been providing “‘alternative” services should be
included on agency review panels (from which, because of their lack of credentials
or established connections, they are almost always excluded) and on the State or
local boards which ultimately decide where funds are used. Notices of available
Federal and State grants should be routinely sent to these alternative services.
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The effort we recommend should be developed and located within the
National Institute of Mental Health and could include the following types of
activitles:

a) coordination of existing Department of Health, Education, and
Welfire programs for community support systems with the Na-
tional Institute of Mental Health for the purpose of pooling
information and technical assistance as requested by the commu-
nity;

b) exchanges of information among lay community groups and mental
health professionals about model, ongoing community support
programs;

¢ development, through grants and contracts, of demonstration
programs with an evaluation component that can identify effective
ways to establish linkages between community mental health
services and community support systems; and

d) development of research initiatives on the efficacy of social
networks as adjuncts to mental health service delivery systems, and
on the effects of informa! and formal community support systems
on the utilization of health and mental health services.

Among the activities which should be developed at the State and local level
are;

a) the inclusion within the Health Systems Agency plan and the State
Health Plan of material which takes into account the role of
community supporl systems;

b) the examination by community mental health service programs of
their own program plans in terms of their complementing or
supplementing local natural helping networks, with particular
altention to the needs of families and to the social and cultural
factors of the communities they serve;

¢) the involvement of community people in this process of needs
assessment and ongoing program evaluation;

d) the development of inservice training activities i community
mental health service programs about the support systems indige-
nous to their community; and

) the participation in these programs of caregivers from the support
systems so that mental health professionals and community care-
givers can learn from each other.

A Responsive Service System

* The seven additional services include services to children; services to the
elderly: screening services for courts and other public agencies considering
individuals for referral to a State facility; follow-up care for persons discharged from
a mental health facility; transitional services for people who might otherwise require
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inpatient care; alcoholisme aned alcoheg) aptese seznicess: and diug addiction and drug
abuse services.

7 The funds requested are for nwgy st=its Lanler the Federal grant program we
have proposed. These figures do nowjndile finds for continuing these programs
after the first year ¢ funds for rﬁeeunggpn@mbl iptions to community mental health
centers funded under prevriouss authorzia e

8 To maintaip the availbilily 2z conspehensive range of services for
populations serveqd by fedesdlly fuwmjed Omemniy- mental health centers, the
Commission specifica]ly recommendss,

® Speciil Federal fuand@ng for . gyminitwy menktal health centers which
have reached, or are I‘EECh,;mg._ uthe ernd of their eight-year Federal
ful‘ldmg Eﬂm:l

Such funding should not exceecyjq gercerl of the eighth year of the Federal
community menta] health certers gy, ceers - fould be required to match this on
a 25 percentto 75 pércent bisis. Thy meey =should  be specifically designated to
support service activities esesnlial to | jcorerehsesive system of care but which are
rarely reimbursable, The program shegq Be rewiewed no later than five years after
its inception,

 While States ¢yrrently have the thoily teodesignate catchment areas, Federal
regulations set forth 3 prirecipde that thyge =tas -sould include between 75,000 and
200,000 people. Regu lations «o allowy; weiver o these population requirements by
the Secretary of Health, Ecucalion, ag W*tfarez. Unlsrtunately, the waiver is rarely
used, and these grhitrary pepulatioe |jps, wthich fail sufficiently to take into
account natural Comerunities, Creale yyne=tissasty barriers for both those who need
and those who provide care. We ar- corlincet of the importance of developing
catchment areas wh,.:;h reflect maturag| coremurmiles ald neighborhoods and which
‘do not encompass huge geographic aygys, “The Cimmission recommends that:

e The Secretyy of Health, Eduggtipwn an=d Welfare encourage a waiver
of catchmept area pospulatiorg ,qujiremﬂn!s where it would best serve
the needs of matural communyjjeg 200 tFse rexquiring services,

o There are ingtaices in wwhicha prtictlar swice may be highly specialized or
very costly or where the volume of ey, maaybe so limited that one catchment
area cannot support it Examaples migt j@dudeea residential treatment center for
adolescents, an inpgtient vt for chifujen, o a blingmal and bicultural program for
.2 minority populatign. Under such ciygym=hinces cross catchment program sharing
. sﬂould be encouraged. The Commissi.g rg=0mrmnds that:

® The Deparment of Health,_ (gu-Glip= and Welfare propose any
necessary legishtion #o faciliije e0o:s atchrment area planning and
delivery of high corst and/or sggciaflied =wices.
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Y The responsiveness of community-based programs to the needs of local areas
is greatest where governance and advisory board arrangements provide assurance of
adequate citizen/consumer representation. While this requirement should exist for
all federally funded mental health programs, we feel that laws, guidelines, and
regulations should be flexible enough to accommodate differing circumstances or
different communities. Rural areas, for example, often need greater flexibility in

terms of the number of meetings because board members must travel long distances.
Greater flexibility also is required to allow organizations such as community groups,
voluntary hospitals, medical schools, and gioup practices or Health Maintenance
Organizations to sponsor federally supported mental health programs. The Commis-
sion recommends that:

e The National Institute of Mental Health seek changes in current
legislation to permit differences in board and governance arrangements
so they may properly reflect existing local circumstances.

11 To come closer to the goal of informed citizen involvement in the governance
of mental health programs, we must provide board members with enough
information to perform effectively. The Commission recommends that:

e The National Institute of Mental Health strengthen its capacily to
respond to requests for information and technical assistance for the
members of mental health advisory/governance boards to deal with
problems related to the planning and delivery of mental health care.

11 The working alliance must be strengthened between the health and mental
health systems. As initial steps, the Commission recommends:

e Funding by the Department of Health, Education, and Welfare of a
limited number of research projects to assess itegrated general health
care and mental health care services. »

e Requiring community mental health centers and community mental
health service programs, where appropriate, to establish cooperative
working arrangements with health care settings.

These arrangernents should allow for:

a) mental health personnel to provide direct care and treatment in
the health care setting to patients with emotional disorders whose
problems exceed the skills of non-psychiatric health care practi-

-~ tioners; .

b) consultation directed toward altering behavioral patterns that

increase the risk of physical illmess;
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) collaborative treatment with non-psychiatric health care practition-

ers for those patients with combined physical and mental illness;

and

d) training non-psychiatric physicians and other health care personnel
to enhance their skills in the treatment of patients with relatively
miild emotional disorders,

14 The State and Federal governments must work together to find new jobs for
displaced employees who cannot be transferred to jobs in community facilities. Even
when jobs are ‘available, steps must be taken to provide continuity in pension
benefits. We must also be willing to provide discharged workers with the retiremert
security they expected. Consistent with the congressional intent expressed in Section
314(d) of the Public Health Service Act, the Commission recommends that:

® Relevant Federal agencies review the feasibility of providing priority in
hiring at Veterans’ Administration hospitals and other Federal installa-
tions for former employecs of State mental hospitals, and review the
feasibility of amending Federal personnel laws to permit the option of
payment into State pension funds for State workers who are hired by
the Federal government.

" The Commission would also encourage States to amend State law to permit
former mental hospital employees and their new employers to make payments into
State pension funds or to purchase an annuity with the actuarial value of the State
pension. These steps would make ernployee pension rights truly portable.

's Performance contracts are a way to clearly define mutual expectations,
responsibilities, and commitments. Both parties spell out what they intend to
accomplish, how it will be done, at what pace, and at what cost. After goals have
been mutually agreed upon, variations in means and mechanisms to achieve these
goals are allowed for, but end points remain constant. In this instance, the end
points of the performance contract relate to the phasing down and closing of State
hospitals; upgrading the quality of care provided palients occupying the residual

“beds; retraining and placing employees dislocated by the phase-down process; and

developing comprehensive systems of alternatives to hospitalization and  aftercare
services. :

The contract amount should provide enough Federal dollars (including Medi-
care, Medicaid, Title XX, and Comprehensive Employment and Training Act monies)
to permit institutional care which not only meets certification standards but also
reflects the greater needs of those who remain in State hospitals. Contract monies
would also be available for the development of aftercare programs and facilities as

“well as for programs and facilities to serve as altematives to hospitalization. They

should also support employee training and job placement efforts.
Provision should be made for the Federal contribution to remain constant

-throughout the contract period. Savings of State and Federal dollars realized through

meeting performance expectations relaled to the phase-down of State institutions

should be applied to the development of community services for the long-term
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patient and to improving the quality of care of patients who continue to use the
services provided in State hospitals. Neither Federal nor State governments should
be permitted to reduce their level of support for mental health services not covered
by the contract.

16 An alternative for making funds available to support the objectives of this
program could be a mechanism such as joint funded grants, as authorized.by the
Joint Funding and Simplification Act of 1976.

17 As noted, chronically mentally ill persons in the community often are in no

~ position to organize or manage the services they need. For such people, a case

manager can play an important role, and the Commission recommends that:

e State mental health authorities, in consultation with local authorities,
‘designate an agency in each geographic service area to assume
responsibility for assisting the chronically mentally ill of that area.

e The agency assigned this responsibility employ trained case managers,
either directly or by contract with another agency. The development of
linkages with comimunity support systems should be a recognized
function of both the agency and the case manager.

~ This agency would be responsible for ensuring that clinical care is provided and
continuity of services assured. Where possible, the case manager should have liaison
responsibilities with the State hospital inpatient unit. In this way, case management

~can begin before a person is returned to the community. When trained case.
" managers are not available, the responsible agency should provide or contract for

the necessary training.

18 The transfer from less restrictive residential settings should be based upon a
determination by the State Mental Health Authority and the designated Title XX
authority of a person’s being inappropriately placed in a medical facility. Transfer
should be to residences in the community affiliated with appropriate service entities.

If the ceiling on Title XX expenditures in each State were lited by an amount
determined by the number of inappropriate medical placements supported with Title
XIX payments, the State could then transfer these patients into non-medical
community facilities, with a corresponding decrease in Medicaid payments. The
incremental cost of Title XX would be shared by the State and Federal governments
on the same basis as Title XX payments. On a per patient basis, the transfer would
be accomplished without a net additional cost. The new Title XX budget ceiling
would be maintained in subsequent years.

190 1972, Professional Standards Review Organizations were mandated by
Federal law. All services covered by Medicare, Medicaid, and Maternal and Child
Health Programs will eventually be reviewed by Proiassional Standards Review
Organizations to assure that they are necessary, appropriate, and of adequate quality.

Professional Standards Review Organizations, however, are physician -controlled
organizations. This has been a matter of concern to non-physician professiorials in
general and to the mental health field in particular. Mentyi health care in most
organized settings is multidisciplinary, and the Commission believes that the
involvement of psychologists, nurses, and social workers, along with paraprofession-
als knowledgeable about community resources, should be required.
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20 While the processes of accreditation and licensure are intended to establish
minimal standards of excellence, many have commented on the multitude of
inspections which are required. These include State and local building inspectors,
State licensing reviews, and Medicare and Medicaid site visits for a number of
different programs. State, Federal, and local reviewers may be inspecting a facility
more than half the working days in a year.

2 To facilitate coordinated health and mental health planning at the regional
and State levels, the Commission recommends:

e Inclusion in the Health Systems Agency plan of a mental health
component developed by local and regional mental health authorities
with assistance of representative ethnic, professional, and consumer
_citizen advisory ‘groups.

e Delegation by the health planning authority to the State Mental Health
Authority of the responsibility for aggregating mental health plans and
' preparing the mental health component of the State Health Plan. Funds
for such activities must be provided to the State Mental Health
Authority.

e Designation of monies for mental health planning in the budget of
each Health Systems Agency.

2 To assure adequate representation of mental health interests in the general
health planning process, the Commission recommends:

e Reservation of at least two places on the National Health Planning
Council for representatives of mental health interests.

e A guarantee of 25 percent representation for mental health interests
on the boards of Health Systems Agencies and on the State Health
Coordinating Council.

L] A requlrement that State Mental Heahh Adv:snry Bnards revnew and

This rEpﬂrt of the State Mental Heallh Adwsmy Board wnuld bE
submitted to the State Health Coordinating Council.

uTo facilitate the resolution of differences between the hea'th and mental
health sections concerning priorities and directions, the Commission recommends

that:
¢ The Staté Ijiealth Plan be subject to the approval of the governor, with
provision made for the resolution of differences between the State
Health Coordinating Council and the Mental Health Advisory Board
prior to submission of such plans to the Secrelary of the Department
of Health, Education, and Welfare.
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24 Ag a first step toward coordinating planning among the mental health, social
services, vocational rehabilitation, housing, and education systems, the Commission
_recornmends that:

e Guidelines for the preparation of the State Comprehensive Mental
Health Services Plan he amended to require the inclusion and
publication of health, social service, housing, rehabilitation, and
education components in the plan.

New Directions for Personnel

35 This program should follow the model established by the Health Professions
Educational Assistance Act of 1976. Funds are provided for tuition and living
expenses. The recipient is required to spend a year of service in a designated
shortage area for each year of assistance received. The minimum period of service is
two years. An individual who fails to comply with the service provision is liable for
three times the amount received, plus interest, payable within one year of default.

" No one should be required to give more than four years mandatory service in a
shortage area, regardless of the number of years of support for training.

% Funds should be awarded to universities with the provisos that a substantial
amount of clinical training take place in programs and settings providing care 10
underserved populations; clinical work in such programs and settings be supervised
by university faculty, funds be provided for the training costs associated with this;
and content on the culture, needs, values, and special problems of minorities,
bilingual populations, and the special needs of women be included as an integral
part of training.

Because these new programs will be built upon and added to the basic core
educational curriculum, multi-year funding will be necessary for their development
and continued viability. The Commission urges that these programs, where possible,
stress multidisciplinary training as a way of promoting collaboration among the
professions and increasing understanding of and respect for the unique competencies
of each discipline.

As an additional step in improving training for work in underserved areas, the
Commission recommends that:

o The National Institute of Mental Health establish a limited number of
postgraduate teaching fellowships designed to improve the training
capacity of facilities in underserved areas and increase the number of
educators with special skill and competence in the problems encoun-
tered in working in rural areas and public facilities.

27 Actions that might be taken include general revision and upgrading of salary
schedules, and higher salaries for professionals in shortage areas or facilities;
development of career ladders; sabbatical leave for rural practitioners; use of visiting
teachers and consultants; and promotion of continuing education, either in agency
programs or through the use of released time.
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In addition, State mental hospitals should consider the increased use of contract
. mechanisms with the private sector, or the employment of physician assistants, child
health associates, and nurse practitioners for the provision of medical services to

- patients. As a way of coordinating these activities, the States should establish
comprehensive personnel’ development plans as integral components of their mental
health service plans.

) 28 The Commission urges that priority for placement of psychiatrists fulfilling a
service obligation in the National Health Service Corps be given to facilities which
are inadequately staffed with these physicians. These include State and County
mental hospitals and community mental health centers.

?Fewer than 2 percent of all psychiatrists are Black, and data on other
minorilies are difficult to interpret because of the large number of foreign medical
graduates of Asian or South American origin. A recent survey by the American
Psychological Association estimates that of all doctoral level health service providers
in psychology, 0.9 percent are Black, 0.7 percent Asian, 0.4 percent Hispanic, and
0.1 percent American Indian. Social work and nursing are more representative of the
papulation, with an estimated 15 percent of National Association of Social Workers
members and 7 percent of nurses belonging to the American Nurses Association
Division of Psychiatric and Mental Health Nursing coming from minority groups.

Educational data, however, show that the number of Black psychiatry residents
has been increasing, and they now comprise 3.4 percent of the total. Slightly over 6
percent of the Ph.D’s awarded in 1976 in psychology were to minority students, and -
over 12 percent of first year graduate students were from these groups. In social
work, 24 percent of the social workers who received bachelor’s degrees and 17
percent of those receiving master’s degrees in 1976 were minority students, as were
18 percent of the graduates from basic registered nurse programs in 1975.

@ A special need exists to expand our capacity to understand and deal with the
emotional problems associated with the aging process. Few programs exist which
coordinate treatment, research, and training in this area. To remedy this lack, the
Commission recommends that:

® The Departme’nt uf Health Educatiﬁn, and Weifare fund a number Df

pﬂstgra,duale eludents in all the major prefessmns can be tramed

1 The models developed by the National Institute of Mental Health should be
flexible enough to account for the difference in the nature of facilities and case loads
and the considerable overlap in capability and function among the mental health
disciplines, and yet be firm enough to assure quality of care.

12 Particular attention should be paid to salary and civil service structures,
procedures for evaluating credentials, and the ways in which present and projected
methods of financing of services influence the staffing patterns of facilities and the
utilization and geographic distribution of manpower.

13 We recommend that Section 303 of the Public Health Service Act be reweed
to authorize the awarding of both grants and contracts by the National Institute of -
Mental Health for training mental health personnel and research and planning
activities in this area, with flexibility of funds. Specific authority should be given for
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the awarding of scholarships and loans to students, with payback provisions in the....
National Health Service Corps similar to those in the Health Professions Educational -

- Assistance Act of 1976, The development of an adequate information system, within
the Alcohol, Drug Abuse, and Mental Health Administration, should be considered
an integral part of the program activities.

" PROTECTING BASIC RIGHTS
3 The development of structural mechanisms, while necessary, cannat by itself
be effective in offering appropriate assistance to mentally disabled persons. Other
. _important sources of support are the efforts of legal aid, legal services, and public
" defender programs, and the private bar at large, to represent mentally handicapped
“persons in their contacts with the mental disability system. The Commission therefore
recommends:

 Increased activities by the Legal Services Corporation to represent
mentally handicapped persons more adequately and effectively.

35 At least three reasons support the need for counsel in representing the State or
" provider: -

—If the State or provider is represented by an administrative officer instead of a
lawyer, a judge may tend to redress the balance by assuming the role of the party
not represented by counsel.

—In the absence of counsel for the State a number of ethical problems may arise
for the patient’s advocate. For example, he or she may feel ambivalence about
revealing evidence of his or her client’s dangerousness or lack of competency.

——Availability of counsel to the State may serve a useful “preventwe law”

- function.
Mental health: professionals, administrators, and patients will benefit from an
appreciation of the limits on their actions and options imposed by the law; and legal
advice offered to mental health professionals and administrators by their own
counsel is less likely to be regarded as threatening or antagonistic to their interests.
36 Section 504 of the Rehabilitation Act of 1973 prohibits discrimination on the
basis of mental or physical handicap in federally assisted programs. This law was
- .enacted more than four years ago. If other Federal agencies would follow the
- example of the Department of Health, Education, and Welfare and promptly issue
-program-specific regulations to implement Section 504, discriminatory practices in
“education, employment, housing, and other public and private services could be

significantly curtailed.

17 The list of Federal benefit programs potentially available to mentally
handicapped persons is impressive—for example, Supplemental Security Income,
Medicare, Medicaid, Social Services; Old Age and Survivors and Disability
Insurance; food stamps; Civilian Health and Medical Program Uniform Services

~ (Department of Defense) and Veterans’ Administration entitlements; specialized
services such as vocational rehabilitation, maternal and child health services, family
planning services, and nutritional programs for the elderly. Unfortunately, mentally
handicapped persons often do not receive the full benefits because of their handicap
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or because of the locale where the service is provided. These types of discrimination
afe compounded by restrictive interpretations of “disability”” or "iliness,” by failure
to disseminate information about the existence of resources or eligibility for benefits,
and by jurisdictional confusions.

38 This legislation emphasizes the concept of “mainstreaming’”.and the provision
of services to severely disabled children. "Mainstreaming” does not mean that all
children, regardless of the nature or severity of their handicaps, must immediately be
assigned to regular classroom situations. It does require, however, that teachers be
prepared to deal in a normal classroom setting with children who exhibit various
types and degrees of handicapping conditions.

The mandate to educate all handicapped children requires that traditional
notions of what constitutes a program of education, or even of special education, be
revised. For the most disabled individuals, education may consist of training in basic
self-help, social or behavioral skills, or addressing severe emotional problems before
academic instruction in the usual sense can be considered. Federal regulations
would, in many instances, highlight specific steps which could be taken to
implement the law and achieve its goals. : ;

Wherever possible, mentally disabled children who are institutionalized should
be provided with an appropriate education in a community setting in order to help
normalize their lives and reduce stigma. This would include those in mental..
hospitals and Staie schaols for the mentally retarded as well as mentally handicapped
children in various correctional or juvenile facilities. The considerations that lead to
institutionalization of children often have nothing to do with educational needs.
They should not be allowed to interfere with a child’s right to an appropriate
education in the least restrictive and most normal setting feasible.

39 The Commission recommends that:

o ‘Model legislation incorporate increased procedural protections includ-
e ing, but not limited to:

a) initial screening of potential commitment cases by mental health
agencies;

b) a prompt commitment hearing preceded by adequate notice to
interested parties;

) the right to retained or assigned counsel;

d) the right to a retained or assigned independent mental - health
evaluator;

e) a transcript of the proceedings;

fy application of the principle of the least restrictive alternative;

g a relatively stringent standard of proof (for example: “clear and
convincing evidence”); '

h) durational limits on confinement (with the ability of a coust to
specify a period of confinement, short of the stalutory maximum);.
and

i) the right to an expedited appeal.

At the commitment hearing, the rules of evidence shall apply, and the:
respondent should have the right to wear his or her own clothing, “to. present .

70

Q

ERIC

Aruitoxt provided by Eic:



Q

ERIC

Aruitoxt provided by Eic:

evidence, and to subpoena and cross-examine witnesses. The petitioner should also
be represented by counsel fluent in the petitioner’s primary language.
The Commission also recommends that:

e Procedural protections in guardianship laws should include but not be

limited to:

a) written and oral notice;

b) the right to be present at proceedings;

¢) appointment of counsel; :

d) a “clear and convincing evidence” standard as the burden of
proof;

¢) a comprehensive evaluation of functional abilities conducted by
trained personnel; and _

f) a judicial hearing that employs those procedural.standards used in
civil actions in the courts of any given State.

40 Only about one-third of State guardianship laws make provision for limiting
the power of guardianship to reflect accurately the abilities and disabilities of those
persons who are under guardianship. Because many mentally handicapped persons
need only a limited degree of supervision, laws which provide only for full
guardianship inevitably restrict important legal rights without justification.

9 Wyatt v. Stickney. 325 F. Supp. 781, 784 (M.D. Ala. 1971} (subsequent
history omitted).

2 A number of States already provide a statutory right to treatment or protection
from harm either for persons committed to State mental institutions or for all persans
residing in such institutions. These include Florida, Wisconsin, and New Jersey. The
Florida statute sets forth as the “policy of the State” that it *’shall not deny treatment
for mental iliness to any person” and that “no services shall be delayed because of
inability to pay.” The Wisconsin statute states that all patients ““have a right to a
humane psychological and physical environment within the hospital facilities.”” The
New Jersey statute provides that “‘every service for persons with developmental
disabilities offered by any facility shall be designed to maximize the developmental
potential of such persons and shall be provided in a humane manner.”

43 Numerous courts have held that governmental action which infringes on
personal liberty must be limited to the extent necessary to achieve the governmental
objective. This principle has been repeatedly applied in the mental health field.

4+ Because of rightful concern for the civil liberties of those involuntarily

' hospitalized, due process procedures have been increasingly required by the States.

The goal is to ensure that hospitalization is in the individual’s or society’s best
interests. In contrast, the same degree of concern is rarely shown for the individual’s
or society’s interest in returning the patient to the community. This is especially true
for those who have had long hospitalizations and lack a receptive family in the
community. Some disabled individuals are released to living and care arrangements
that are inadequate for their level of functioning, even though they themselves may
have objected to such placements. These occurrences, popularly referred to as
“dumping,”” only further debilitate and stigmatize the chronically mentally disabled.
In recognition of the fact that returning the patient to the community may
involve complex clinical and legal issues, the Commission recommends that:
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® Due process be ensured for those individuals being considered for
placement in the community against their wishes. -

4 Such a bill of rights should include at least seven basic components:

a) a statement that all mentally handicapped persons are entitled to
the specified rights;

b) a statement that rights cannot be abridged solely because of a
person’s handicap or because a person is being treated (whether
voluntarily or involuntarily}; .

c) a declaration of the right to treatment, the right to refuse
treatment, the right to dignity, privacy, and confidentiality of
personal records, the right to a humane physical and psychoiogical
envirorment, and ‘the right to the least restrictive alternative
setting for treatment;

d) a statement of other, enumerated, fundamental rights which may
not be zhridged or limited;

e) a statement of other specified .rights which may be altered or
limited only under specific, limited circumstances;

f) an enforcement provision; and

g) a statement that handicapped persons retain the right to enforce
their rights through habeas corpus and all other common law or
statutory remedies.

State laws establishing rights of mentally handicapped persons should be printed
in the natural or dominant language of the persons to whom they apply and
prominently displayed in a manner appropriate to the setting where services are
received. This would include but not be limited to posting rights in all inpatient
wards of hospitals, nursing homes, and other 24-hour care facilities; living areas. of
community residential programs; and in common areas of day care and partial
hospitalization programs, outpalient clinics, mental health centers, and emergency
treatment units, whether for the mentally ill or the mentally retarded. The specified
rights should be incorporated into all staff training and staff orientation programs as
well as in educational programs directed to patients, staff, families, and the general
public. A copy of the rights should be given to each patient and should be read or
explained in an easily understandable way and in the persons’ natural or “dominant”’
language. ~

4 The Commission believes Federal and State laws should recognize the
following basic principles of confidentiality:

—Patients should have access to their own mental health records in accord with
rules and regulations which protect the rights of the patient, other individuals and
organizations who have contributed to the record, and providers.

— Confidentiality of mental health information should be strictly maintained by all -
persons who have contact with such information, ' ,

~—Consent forms for release of information conceming patients’ histories should
be limited to particular items of information in their records relevant to the specific
inquiry posed by third parties who have a legitimate need for such information.
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—Employers’ questions to job applicants and employees should be related to
objective functioning skills direclly relevant to the specific job for which the
applicant or employee is being considered. :

—Patients should remain anonymous when third-party in-. = «.[. twer review or
other similar mechanisms to evaluate the rired and approps i L 1e gealment,

+ Many mentally handicapped peisons in detentiu: v = otnional institutions
who need mental health szrvices could be helped by nusu: sfaysical improvements
in prisons. We therefore believe that the Dapartrient of Justice should place a high
priority on allocating Federal grant funds for the improvement of prison living
conditions and the provision of appropriate health and mental health services.
.+ When a mentally handicapped prisoner desires transfer to a mental hospital
and mental health and prison authorities concur that such treatment would be

_beneficial, a number of unnecessary legal hurdles now serve as barriers to effective

mental health care. In some jurisdictions, for example, voluntary admission for
prisoners is simply unavailable.

A number of court decisions have held that because of the possibility of
mistake, stigma, and a lengthier period of confinement, a prisoner who is to be
involuntarily transferred to a mental hospital should first be granted a civil
commitment-lype hearing, Despite such constitutionally grounded decisions, some

jurisdictions continue to make such transfers unilaterally and to regard them as

equivalents of administrative '“placement and classification” decisions. All jurisdic-
tions seeking involuntary hospitalization for prisoners should provide safeguards
equivalent to those accorded non-prisoners undergoing civil commitment. The

Commission therefore recommends that:

e Fach State should enact a prison-hospital transfer law with procedures
to protect those prisoners who become patients.

Expanding the Base of Knowledge

¢ Only about 20 percent of the Alcohol, Drug Abuse, and Mental Health
Administration’s (ADAMHA) current budget goes to research, compared t6 50
percent ten to fiftézn years ago. While other health research and Federal health
expenditures have grown dramatically, ADAMHA's actual buying power has
declined by about 20 percent since 1969, and that of the National Institute of Mental
Health (NIMH) by 35 percent. The length of funded grants has decreased over the
past decade. In 1968,..80 percent of approved grants requesting four-year funding
received it; only 33 percent do today. In 1978, 28 cents of every dollar spent on
research will go for indirect costs and not for research itself. In 1969, NIMH funded
85 percent of those granits approved as having merit. By 1976, this number was
approximately 55 percent. Not only have approved NIMH grant applications been
funded by 10 to 15 percent less than the amount requested, many ongoing projects
have been cut annually by an additional 10 to 15 percent.

s0 Despite the decline in research capacity, advances have been made in a
number of important areas. These range from service delivery, treatment efficacy,
and the impact of social and cultural factors to brain and behavioral processes and
the understanding of child psychopathology and the mental health of the aged.
Many of the next steps to be taken are known, and a number of areas of research

73
4‘%‘;
Ol "




require added attention. The proposed FY 1979 research budget increase, contained
in our Preliminary Report, represents the first positive step toward repairing the
damage of the past decade. However, it only brings NIMH back to 75 percent of its
1969 purchasing potential. The recommended $30 million increase for FY 1980
would bring the Institute up to 85 percent.

* Of the three ADAMHA Institutes, the Mational Institute on Alcohol Abuse and
Alcoholisrn (NIAAA) spends the smallest percentage of its total budget on research,
9 percent. Until recently, alcoholism research needs have been eclipsed by service
priorities. The funding base of NIAAA research ‘must be raised in order to encourage
and build needed research manpower and to develop the knowledge needed to
decrease the high incidence and prevalence of alcoholism and the resultant mortality
and morbidity.

s This recommended increase for FY 1980 in combination with that proposed
for FY 1979 will have a major impact on restoring the National Institute on Drug
Abuse’s (NIDA) capacity to advance the understanding of drug abuse prevention and
treatment. It should be recognized that NIDA has had no research budget increase
since 1974. In addition, NIDA was forced to close its intramural research facility.
The move to a new location must be accomplished as rapidly as possible,

51 At the Federal level, ADAMHA accounts for about 53 percent of the mental
health research budget, and the Veterans' Administration for 3 percent. The
remaining 44 percent is spent by other agencies and departments such as the
National Science Foundation, and agencies and institutes within the Department of
Health, Education, and Welfare. This latter group includes the Office of Education,
the Administration on Aging, and Institutes located in the National Institutes of
Health, such as the National Institute on Child Health and Human Development,
the National Institute on Neurological and Communicative Disorders and Stroke,
and the National Institute on Aging. We did not conduct an extensive review of the
mental health-related research supported by these agencies, but it is clear that an
exarmination of this research should be undertaken.

s Research training is an ongoing process. Our capacity to. carry out high
quality research depends heavily on well trained, active investigators, For this
process to continue, we must foster training programs in several areas that have a
shortage of researchers, as well as undertake measures to augment existing training
programs. There is a clear need for increased manpower in epidemiology, clinical
investigations, childhood psychopathology, aging, science-based clinical psychology,
evaluation, and mental health services and policy research.

Most research manpower development is regulated by the National Research
Service Awards Act. The implementation of this Act results in the underfunding of
institutions. It defines research training content and mechanisms too rigidly. The
question .of whether its “pay back” philosophy may serve to discourage talented
individuals from going into research training by tying them to an uncertain
commitment upon completion of training should be explored. The present mandatery
proportioning of pre- and post-doctoral awards is unrealistic and does not take
‘differentiated science needs into account. The Committee on a Study of National
Needs for Biomedical and Behavioral Research Personnel of the National Research
Council of the National Academy of Sciences is studying this matter. In addition,
changes should be made so that investigators from various fields can be trained in a
multi-disciplinary approach at both pre- and post-doctoral levels. Finally, more
flexible regulations allowing greater pre-doctoral support are urgently needed if we
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are to respond to the need for developing minority researchers in all areas of

. -sCience.

Greater flexibility in these regulations will also help us to meet the need for

- science-based clinical psychology investigators and investigators in childhood

disorders, psychopathology, and the problems of aging. We suggest the following

‘proposals:

“—There should be developed within ADAMHA a program patterned after the
Minority Access to Research Careers program of the National Institutes of Health
(NIH).

—A careful review and assessment of the programs and consequences of the
National Research Service Awards Act should be undertaken to determine ways to

“increase the capacity and the quality of research manpower.

— ADAMHA's research scientist award programs should be enhanced by giving

them a high priority for resource allocations, by removing eligibility restrictions, and
"by changing the restrictions on periods of support.

—NIMH should initiate medical scientist training programs (M.D.-Ph.D.) to
develop investigators with the multiple skills needed for mental health and mental

~illness research.

ss While we have not been able to pinpoint all structural and administrative
issues, we have identified three ways to enhance efficient management and
coordination within and among the three ADAMHA Institutes and to provide
accurate and timely assessments of our knowledge and our ability to research a
given problem: .
a) the establishment of Research Analysis and Policy Units within
ADAMHA and its component Institutes to provide assessments of
the research portfolio. These units would help the agency adminis-
trator and the institute directors to arrive at rational and balanced
research priorities;
b) to achieve more objectivity, accountability, and credibility in
selecting and managing research projects, a Division of Research
Grants which would separate merit review of grants from their

program management should be established within ADAMHA in a

manner appropriately adapted to the missions of the Institutes;

to speed the pace by which meritorious research. can begin, one
percent of appropriated research dollars should be allocated to a
Director's discretionary fund to support new research opportunities,
after sound advice and review.

% A host of factors—biclogical, educational, socio-cultural, and others—influ-

o

‘ence the mental health of children and adolescents. We need to increase our

understanding of these factors and their effect on both mental disorders and the
normal developmental processes of young people. The supply of trained investigators
for this task is inadequate, as is budgetary support of investigative programs. The
elderly also require a special focus. The incidence of psychopathology in general,
and depression in particular, rises with age. It is urgent that research addressed to
the problems of aging move forward. Research must also begin to address a wide
range of issues relating to women. Other research should be undertaken to
understand the needs and problems of underserved populations, such as Asian
Americans, Blacks, Hispanic Americans, and Native Americans. These groups

“represent about 17 percent of the United States population and suffer disproportion-
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ately from the alienation and fear, depression and anger which accompany
prejudice, discrimination, and poverty,

Developmental life crises, stress situations, crime and delinquency, and the
mental health of population groups with special problems, such as veterans
(es;dieclaﬂy Vietnam veterans) and migrant and seasonal farmworkers, should also be
studied.

%7 Other areas of study might include:

a) promoting maternal-infant bonding and facilitating positive maternal
perceptions of the newborn child;

b) developing systematic educational programs in such preventively
oriented areas as education for marriage and prenatal parent
education;

¢) utilizing existing program knowledge and developing further pro-
grams for building competencies in young children;

d) dealing with the mental health needs of children hospitalized foi
physical conditions; and

e) promoting the development of helping networks and mutual support
groups that deal preventively with both everyday crises and extraor-
dinary crisis situations.

8 |n addition to health care, additional services should include screening
programs offc ing genetic counseling, amniocentesis, and selective and optional
terminations 1 pregnancy where medically indicated, and food supplementation
regimens for pregnant women medically diagnosed as at-risk nutritionally. In all
instances, prenatal, health, and counseling services should respect ethnic and socio-
cultural preferences and beliefs.

Parent education programs to junior high school and high school students
should be continued and expanded. Scparate and distinct from sex education, parent
education programs should be designed to help adolescents know themselves
physically and psychologically, to offer direct work experience in day care centers
or other children’s services, and to make available day care services for the children
of teenage parents, enabling the parents to remain in school.

59 The Early and Periodic Screening, Diagnosis and Treatinent Program of Title
XIX (Medicaid) of the Social Security Act does not include the availability of
treatment and service provisions to cover mental illness, mental retardation, and
developmental disability when these conditions are diagnosed. The proposed Child
Health Assessment Program should mandate that these services be available. As a
general rule, a dollar for follow-up services should be allocated for every dollar
allocated for screening.

s0 These programs include those funded under Titles IV, V, XVI, XIX, and XX of
the Social Security Act; the Education for All Handicapped Children Act; Title |l of
the Economic Opportunity Act of 1964 (Head Start and Follow Through); the Child
Nutrition Act; and the National School Lunch Act.

& Two-thirds of the children estimated to need day care are of school age.
According to the Bureau of the Census, there are nearly two million |latch-key”
children who come home to an empty house each day. It seems more than
coincidental that the rise in the number of “latch-key” children has been
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accompanied by an increase in school vandalism, adolescent alcoholism, and
juvenile participation In serious crime (now 45 percent of the serious crime
committed), To provide more care for school-age children, pre- and post-school
recreational, remedial, and enrichment programs should be continued and expanded
for children in need of these services,

For older children, some schools are experimenting with a model whereby
children check in with a counselor and report where they are going, but do not
actually have to remain on school premises. We urge that employers and school
systemns in the private as well as the public sector extend school hours and use
school buildings to provide recreational, remedial, and enrichment programs for
children by voluntary or community organizations after the regular school day until
5 or 6:00 p.m. to coincide with the working schedules of parents.

st The Commission specifically recommends that the Administration for Chil-
dren, Youth, and Families in the Department of Health, Education, and Welfare:

e Design a flexible program that supports a variety of child care
arrangements, with adequate provision for evaluation.

The Commission also re‘corﬂmends that:

o The Department of Health, Education, and Welfare support programs
to recruit and train caretakers at all educational levels and from a wide
variety of age, ethnic, and socio-cultural groups.

o3 |n placing children in out-of-home care, the rights, obligations, and responsi-
bilities of both the parents and the agency should be specified at the time of
placement, The child’s progress and efforts to work with the biological family should
be reviewed every six months. A dispositional hearing to determire whether the
child will be returned home, referred for termination of paremal rights and
subsequent adoptive placement, or, in special cases, placed in long-term foster care
should be held within 18 months of placement.

¢ The National Institute of Mental Health and its parent agency, the Alcohol,
Drug Abuse, and Mental Health Administration in the Department of Health,
Fducation, and Welfare, have direct responsibilities for mental health. Agencies
whose programs clearly affect mental health concerns include the National Institutes
of Health, the Office of Human Development Services, and the Office of Education
within the Department of Heaith, Education, and Welfare, and the Departments of
Labor and Housing and Urban Development.

& The Center to be located in the National Institute of Mental Health should be
the lead Federal agency in prevention of mental and emotional dysfunction. As
such, it would have convening authoritv to initiate, stimulate, and coordinate all
such Federal activities. Organizational mechanisms to develop prevention programs
should be established in other Federal agencies as well.

Because a national program also requires program development throughout the
States and linkages between Federal and State activities, State-level Offices of
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Prevention should be responsible for maintaining an cverview of the b te preventive
efforts in order to encourage the development of prevention programs wherever
indicated. We therefore urge the establishment by each State of a locus of
responsibility for the prevention of mental and emotional «iisorders.

Improving Public Understanding

o To achicve the objectives we have stated, the Commission recommends that:

e Research be conducted to design instruments that measure public
attitudes toward people with various types and degrees of mental
iliness and toward mental health services and facilities. These instru-
ments should measure attitudes related 1o the actual behavior of
people being surveyed. They should be used to identify and develop
public education programs and other techniques as well as to assess
the effectiveness of current public service announcements in creating
2 climate of community understanding and acceptance of mental
patients and the facilities and services they need.

o A Collaborative Media Resources Center be established which would
be operated by a consortium of mental health professional associations
and voluntary groups and which would include the participation of
patients or former patients, Information developed by the proposed
Center should take into account cultural and linguistic differences in
the population,

e The Department of Health, Education, and Welfare establish a task
iorce, composed of members from the public and private sectors and
including former patients from various segments of society, to propose
and stimulate new approaches for reducing discrimination against the
mentally disabled and the mentally retarded and toward incieasing
public understanding in these areas.
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e lnwood Mental Flealtl € oo,
The Council's Mental Health € enier,
Mew York, Hew Yok,

Lawrence E. Gary, Ph.0., [Juector,
Mental Health Research and Deevel
apment Center, Institule for Urhan
Affairs and nesearch, Howard Uni-
yorsity, Washingion, (3.0,

Jowel e Taylor Gills, MSW. Pyychil-
oy Chaie, University of Califiornia,
HBerkeley, Califormiaa.

Vera Groen, PRI, Latin American In-
slitute, Rutgers Universily, Mew
Hrunswick, New Jersey,

Bruce R. Hare, Ph.D,, Department of
Lducational Psychology, University
of lhinais, Utlsana, Hlingis.

Delmos Jones, Ph.D, Departmont of
Anthropology, CUNY Graduate Cen-
ter, Mew York, New York.

Patricia Morisey, [1.5W., Fordham
University ~ “honol of Social Services
Moew York,  ow Yaork,

Wade W, 'swaies PhD., Principal |
vestigales, o . b family Research

L

Projects, Sab ! swncise Califernia.

Hehby E. Wright. Ph.03., Direcior, Gar-
field Park Compichensive Commu-
nity Mental Health Center, Chicago,
Minois.

Americans of European
Ethnic Origin:©

loseph Giordans, Coordinator, Direc-
toi; Center on Group Idenlity and
Mental Health, tnstitute on Pluralisn,
and Group Idenlity—-American jew-
ish Committee, New Yaork, New
York,

Theanl Velll:Spympoulos, Ph,0D,, Coor-
dinator, Director, Child & Famlly
Connseling Seivice, Helleple Amerl-
can Melghborhosd Action Commit-
tow, Ihe, Now York, New Yoik,

Paul Asdolly, Mallan Amerdcan Foun-
ihtiisn, Washington, (0.0,

Julwy Carlisi, Mational Center for Uthan
Lthnic Aifairs, Washington, 13.C,

Laeph M. Domizalski, National Leael-
veship Conference, Arlington, Virs
ainla.

il Feldsteln, 13.5.W., Federation
ol fewish Philanthropies of New
Yok ~ew York, New Yark,

Bichand kolm, Phl)., Asodate Profes-
saf, Manonal Catholic Schonl of So-
cial service, Catholic University of
Armericy, Washington, 12.C.

tiving Levine, American Jewish Com-
mitice, New York, New York,

Victoria Monghirdo, Matienal Cenler
for Urban Ethriic Affains, Washingion,
D.C.

Ralph Perratly, Italian Ameiican Foun-
dation, Washington, .C,

Carmela T, Sansone, Project Director,
Counseling Services lor Childien,
Congress of ltalian-American Crga-
nizations, Inc., Brooklyn, New York.

Galina Suziedelis, Ethnic Elderly Proj-
ect, Mational Catholic School of 50-
cial Service, Catholic Univenity of
America, Washington, D.C.

Lorand S2alay, Ph.D., Institute of Com-
parative Sacial and Cultural Studies,
Bethesda, Maryland.

Paul Winhel, Ph.[2., Merrill-Palmer In-
stitute, Detrait, Michigan.

Hispanic Americans:

Pedro Lecca, Ph.D,, Coordinator; As-
sistant Commissioner, Department of
Mental Health, Mental Retardation
and Alcoholism, The City of New
Yark, New York, New York.

Esteban Olmedo, Ph.D., Coordinator,
Assnciiis Director, Spanish-Speaking
Meqtal Health Research Center, Uni-
versity of California, Los Angeles,
California.
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Carlys Casle, 'L, Direclor, Livislon
of Hispinle Services, Connectlout
Menlal Health Center, New Flaven,
Connecticut,

Racguet Cohen, M1, Superintenclent,
Lindemann Mental Health Center,
Boston, Massachusetts.

Maritzd Gatlarde Coen PsyChuloglst,
Child CGuirlaise e Cline, Duval County,
Likinnant Plorioa,

Ricwisdo it 2000, Director, Apdro-
meda, Hispano Mental Flealth Cen-
ter, Washingtun, D.C,

josue Gonzalez, Ph.D., Department of
Psychiatry, University of Texas Health
sciences Center, %an Antonie, Texas.

Floyd Matinez, Ph.D., Executive Di-
rector, Mental Health Center of Boul-
der County, Inc., Boulder, Colorado.

fuan Ramos, Ph.D., Director, Division
uf Special Mental Hedlth Programs,

National Institute of Mental Health,,

Ruckville, Maryland.

javiet Saeng, Fh.0., 5alt Lake City
Spanish Speaking Mental Health
Task Force, Salt Lake City, Utah,

Rudolfo Sanchez, Director, National
Cadlition of Hispanie Mental Hedlth
andl Human Services Crganizations,
Washingtan, B.C.

Arnaldo solis, M.D., Director, Mission

Neighborhood Health Center, 3an
Francisco, California.

Bathara l-aguirre Tobelman, Ph.O., Es-
peulive Direcior D.C. Mental Health
Association, Washington, 0.0

sichael Woodhury, M.D., Executive
[aivctor, Puerta Rico Commission on
Mental Flealth, Miramar, Santurce,
Puerto Rico.

Margarita Farina Woadbury,  Director
of Sacial Service, Puerio Rico Family
Institute of Mental Health, Miramar,
Santurce, Puerto Rico.

American Indians and
Alaska Natives:

Sam Deloria (Standing Roek Sioux),
Coordinator; American Indian Law
Canter, University of Mew Mexico,
Albuquerque, New Mexico.

Gus M. Adams (Tlingit}, Indian Center
of 5an Jose, Inc., San Jose, California.

Corcdon Belcourt (Blackfeen, Diredor,
Nealth Department, Blackfvet Tndian
Reseryvation, Browning, Mivsbindg,

jolin M. Buehlman (Yankton Siaos),
Haman Besoaress Diiector, Bucaa
of Indian Atfairs, Aberdeen, Suuth
13akola.

Reary | Burterehd (Makaly, Makah
Terhal Council, Meah Tay, Washing-
e,

Al Crass 1 lidatsa), Sotidl Workor, 1n-
didn Sockl Services Unil, Santg
Clara Counly, San Jose, California.

Phyllis Ohl [3og Cross Maindan1Hi-
tlatsa), Americans for filian Oppor-
wnity, Albutjuerque, New Musico.

Marlene EchoHawk, PhD). (Qine-Misw
souri), Visiting Assistant Profesor,
Oklahoma State University, Okla-
homa City, Cklahoma.

Wanda Frogg (Cree), President of Mo
tional Indian Board on Alcohal anid
Drug Abuse, Inc. and The North
American Indion Women's Council
an Chemical Dependency, Inc., Tor-
ile Lake, Wiscansin,

Millie A. Giogo (Lagunal, Expculive
Birector, Native American Center,
Oklahoma City, Oklahoma.

Eihel M. Gonzales (Tlingity, Chairman,
Alaska Malive Health Board, Juneay,
Alaska.

Rick Harrison (OQsage), Director, Alci-
hal Education Program, Southwest-
pra Indian Falytechnic Institute, Al-
huguerque, New Moxico.

joseph M. Henry (Papagol, Director,
Papago Psychological Service, Pa-
pago Teibe, Sells, Arizona.

Koy Crazy Horse Johmon {Powhatan
Blationi}, Mucrestown, Mew Jersey.

Kennoth K, Karly (Comanche/Kiowa),
Mental Health Consultant, Clintan
Indian Hospital, Clinton, Oklahoma.

Elizabeth Kayate (Lagunal, Albuquer-
fue, Mew Mesicno,

Donrald A. LaPginte (Chippewd) Kew-
eenaw 3y Tribal Center, Baragas.
Michigan,

HBudg ° .on 'Arikera-Mandan), Aleofiol-
iz, Lirug Program Specialist, Bureau
of Indian Affairs, Alhuguorque, New
Mexico.

<
sLh

Manled A, Otis (Assinihoined, Speclal-
ist, Indign Services, Shite of Califur-
nlt Deparment of Menlal Fleatth,
Sacrainenty, Califurnla.

Anne Poitras (Cheyenne River Slous),
Chairperson, Hodrd of Directors, Cal-
fforiniad Uthan Indian Mealth Coun-
¢l lnc,, Berkeley, Califorla,

jphn Spence Wios Venlre/Sloux),
American Indlan Studles, Unlversity
ol ¥ whipgion, Seattle, Washlngton

Vowanl B, Tommie (Seminole), Chairs
man, Seminale Tribe of Flodda,
Chalrrian, Mational Indian Health
Board, United Southeastern Tribes,
Hollywood, Florida.

James L. Toya (emez-laguna), Execu-
tive Direetor, New Mexico Interribal
Hualth Authority, Albuguerque, Mew
Mexico,

H. €. Townsley, M.0. (Chickasaw),
Chief, Mential Health Programs, Pub-
lic Health Service Indian Hospital,
Albuquerque, New Mexlco,

Gayla |, Twiss (Oglala Sioux), Director,
Community Mental Health Center,
Pine Ridie Indian Hopsital, Pine
Ridge, South Dakota.

Melvin Walker (Manden Hidatsa), Mini
fohe Clinic, New Town, Morh Da-
kota.

Tillie \WValker (Hidatsa), Tribal Programs
Manaqor, Three Affiliated Tribes,
Fi-w Ty, Motth Dakota.

Physicaity
Handicagrved
Americans:

Luther D. Robinson, M.D., 5¢.D., As
snciate Superintendent for Psychia-
try, &. Elizabeths Hospital, Washing-
fon, .C.

Barbara B, Sachs, Clinical Psychologist,
Mentzl Health Program for the Deaf,
S " nzabeths Pospital, Washingtan,
n.o,

Margie Sluan, Geurgla State Direclor,
White House Conference on Handi-
capped Individuals (1977), Atlanta,
Georgia.

87

i



O

ERIC

Aruitoxt provided by Eic:

Women:

Elissa Benedek, M.D., Chairperson,
Committee on Wamen, Ametlcan
Psychlatric Assaclation, Ann Aibor,
Michlgin.

Wanda Frogg, President, Mational As.
soclation Indian Women's Council
on Altahol Dependency, Turite
Lake, Wisconslin,

lesse ), Harris, D.5.W., Division of
Neuropsychiatry, Waller Reed Army
Institute of Research, Walter Reed
Atmy Medical Center, Washington,
B.c

Elaine Hilberman, M.D., Department of
Psychiatry, University of Narth Caro-
ting Medical Schual, Chapel Hill,
Maorth Carolina.

Kiren Folger Jacobs, Ph.O., Herkeley,
Califarnia,

Joyee L azar, Chief, 5ocial Sciences Sec-
tiap, Mational Institute of Mental
Health, Rockville, Maryland.,

Veronica Maz, Ph.D., Director, House
of Ruth, Washington, D.C,

Joan Ward Mullapey. D.5.W,, Dean,
School of Social Service, Catholic
University of America, Washington,
o.c

Muriel Nellis, President, Mational Re.
search and Communications Associ-
ates, Inc., Mational Coordinators, Al-
liance of Regional Coalitions, Drugs,
Alecohol and Waomen's Health,
Washingtan, 0.C.

Mariag Roy. Executive Director, Abused
vwomen's Aid in Crisis, Mew York,
Mew York.

Mancy Felipe Russo, Ph.D,, Administry-
tive Officer, Women's Program,
American Psychaological Association,
Washington, D.C.

Suzanne B. 5obel, Ph.D., Population
Research Section, Division of Mental
Health Service Programs, Mational
Insiitute of Mental Health, Mental
Hegith Study Center, Adelphi, Mary-
land.

Jeanne Spurlock, M.D., Deputy Medi-
cal Director, American Psychiatrie
Assgciation, Washington, D.C.

Barbara Stembridge, Ph.D., Institute for
Urban Affairs and Research, Howard
University, Washington, D.C,
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Diane Turowski, Matlonal Congress
Melghborhood Women, Brooklyn,
MNew York,

Margery Velimesis, Esecutive Director,
Pennsylvinia Program for Women
and Girl Offenders, Berwyn, Pennsyl-
viifila,

Rachelle Warren, Ph,D)., Ceitter for Re-
sedrch on Teaching and tearning,
University of Michigan, Ann Aibar,
Michigan,

llene Waleott, Women and Health
Raoundtable, Washington, 1).C,

Elderly:

Richard W, Besdine, M.[2., Hebrew
Rehabilitation Center for the Aged,
Eaosindale, Massazbusetts.

Robwert W, Butler, M.12., Director, Na-
tipnal Institute on Aging. Bethesda,
Maryland.

M. Gaitg, M.D., Head, Special
ical Services Divisign, Texas Re-
seafch Institule of Mental Science,
Haustan, Texas.

Maggie Kuhn, Convenor, The Grey
Panthers, Philadelphia, Pennsylvania.

The Honorable Carl Takamura, House
of Representatives, Ninth Legislature,
Hawaii State Capiiol, Honolulu, Ha-
waii.

Rural Mental Health:

Victor |. Howery, Ph.D., Coardinator;
Professor, Continuing Education in
Mental Health, University of Wiscon-
sin Extension, Madison, Wisconsin.

V. Edward Bates, M.5.W., Program
Manager, Mental Health Field Serv-
jces Bureau, State of Montana De-
partment of Institutions, Helena,
Monlana. .

Blas Cantu, Ir., A.C.5W., Superiniend-
ent, Rio Grande State Center for
Mental Health & Mental Retardation,
Harlingen, Texas.

Robert Carlson, D. Min., Directar of
Pastoral Services, Praifie View Men-
tal Health Center, Newton, Kansas.

Dorothea Dolan, MS.W., Denver, Col:
ofado,

Cecll Hudsan, M.1., Monticast Georgla
Community Mental Health Center,
Atheis, Georgia,

Ralph C. Keanely, M.D,, Fresno
County Depatinent of Mental Health,
Fresna, Californla,

Maurice W, Miller, A.C.5.W., Executive
Director, Nothern Arizona Compre-
hensive Guidance Conter, Inc., Flags-
tafl, Arizona.

Alex Poriz, PhD,, Director, Appala-
chian Mental Health Center, Elkins,
West Virgnia,

Maralyn Siubblefield, M.A., Coordina:
tor of Outreach Services, San Anto-
_nio State Hospital, 5an Antonio,
Texas.

Francina Williams, M.Ed., Director,
Consultation and Fducation, Wire-
grass Mental Health Center, Dothan,
Alabama,

Migrant and Seasonal
Farmworkers:

Leanard |. Mestas, Ed.D., Coordinator;
5t. Thamas Seininary, Denver, Colo-
rado.

Daniel Cardenas, Executive Director,
Mationai Migrant Referral Project.
Austin, Texas,

Aheia Cistillo, La Clinica de los Cam-
pesinos, Waulemna, Wisconsin.
Maria Luz Estrada, M.0., Director, Los

Cinco Pueblos Health Clinic, Bonner
Springs, Kansas.

Georgia Good, Diector, Orangeburg
Consumer Health Conference,
Orangeburg, South Carolina.

Richard D. Manison, Mewport Mews,
Virginia.

Anthur Maldoza, Center for Community
Change, Pleasant Hill, California.

Karen Moble Hanmson, State Direcior,
Farmers' Home Administration, Syra-
cuse, New Yark.

Herschel Fallard, Ph.D,, Clinical Psy-
chologist, Clarksdale, Mississippl.
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Special Working
Group on the Mental
Health Problems of
Vietnam Era Veterans:

Jjohn Helmer, Ph.D,, Coordinator; As-
soclate- Professor of Sociology, De-
partment of Sociology, Georye
Washington University, Washington,
D.C

Peter E. M. Beach, PhD,, Director,
Velerans Alfalrs, Office of State and
Community Affairs, Depariment of
Health, Education, and Welfare,
Washington, D.C,

Wiiliam Edward, Director, Military and
Veterans Affairs, National Urban Lea-
guy, Hew York, Hew York.

Arthur Egendorf, Ph.D., Center for Pol-
icy Research, Inc, and Mount Sinal
school of Med New York, New
York,

&

jack Ewalt, MDD, Direclor, Mental
Health and Behavioral Sciences Serv-
ice, Veterans' Administration, Wash-
ington, D.C.

Charles Figley, Ph.D., Directar, Consor-
\ium on Veteran ‘t:dies, Purdue Uni-
varsily, West Lafayette, Indiana.

Shervert Erazier, M.0., Psychiatrist-in-
Chief, McLean Haspital, Belmont,
Massachusetts,

forred Y. Lindley, Consultant 1o the
Deputy Assistant Secretary for Vetr-
ans Employment, Deanment of La-
bor, Washingtan, L.C.

Roland K. Mara, Depuly Assistant Sec-
retary for Velerans Employment, De-
partment of tabar, \Washington, 0.C.

Julivs Segal, #h.D., Director, Division
of Scientfie and Public Information,
Mational Instituie of Mental Health,
Rockviile, Maryland,

Charles A. Stenger, Ph.i*, Acling Asso-
ciate Directar for Psychology, Veter-
ans Administration, Washimgton,
D.C.

Legal and Ethical
issues:
Baul R. Friedman. ).0O., Coordinator;

Managing Attorney, Mental Health
Law Project, Washington, D.C.

johii 4. Beard, M5.W., Executive Di-
roctor, Fountain House, Inc, Mew
York, Hew York,

Jugl Chamionling Mental Patients” Lils
eration | g, Somerville, Massachu-
sy,

Alfred M. Freedman, M1, Professor
and Chairman, Deparment of Psy-
chiatry, New York Medical College,
Hew York, Mew York.

Harold W. Jordan, M.0., Cammis-
sioner, Tenne see Department of
Mental Heath and Mental Ketarda-
tion, Mashville, Ternitsseo.

Ruth 1. Knee, M.A, ACEW,, Consult-
ant in Long-Term Mental Health
Care, Fairfax, Virginia.

jane Knitzer, Ed.D,, Staff Associate,
Children's Defense Fund, Washing-
ton Research Project, Washington,
n.c .

Michael 5. Lotiman, LL.B,, Director and
President, Education Law Center,
Mewark, Mew Jursey.

Meil H. Mickenbsrg, 1.0, Attormney at
Law, Vermont ' 1l Aid, Inc, Bur-
lington, Vermo. ..

lohn T. Monahan, Ph.2., Assistant Pro-
fessar of Psychology, Program in 5o-
cial Ecology, University of Califurnia
at Irvine, lrvine, California,

Anmandn Merales, 3.5W., Associate
Profer-or, Depan aent of Psychiatry,
school of Medicine, UCLA Center
for the Health Sciences, Las Angeles,
California.

Michdel L. Perlin, 1.12.. Director, Divi
sion of Mental Health Advocacy,

Department of ihe Public Advotate,

Trentun, Mew lersey.

Laren H. Hoth, M.D., MP.H., Director,
Law and Psychiatry Program, West-
ern Psychiaric Institue and Clinic,
University of F*tsburgh, School of
Medicine, Pitsburgh, Pennsylvania.

David B. Wexler, |.0., Professor of
Law, University of Arizona, College
af Law, Tucson. Arizona.

Research:

Daniel X. Freedman, M.D., Coordina-
tor; Chairinan, Depantment of Psy-
chiatry, University of Chicago. Chi-
cago, Nlino's.

Borls M. Astrachan, M0, Department
uf Psychiatry, Yale Unlversity Schoal
il Medicine, Connecticut Mental
Hialth Center, Mow Haven, Con-
necticut,

Floyd € Bloom, M.D,, Director, Arthur
¥, [avis Center for Dehavieral News
rabiology, The Salk institute, 5an
Degn, California.

Monica [, Blumenthal, M.D,, Ph.D,
University of Piitsburgh and Western
Psychiatric Institute and Clinic, Pitts-
burgh, Pennsylvania.

Tray Duster, Ph.DD,, Direclor, Institule
for the Study of Social Change, As-
sociate Professor of Soclology, De-
partment of Sociology, University of
California, Berkeley, California,

Horaclo Fabrega, Jr., M.D., Visiting
Professor, University of Pittsburgh,
Fittshurgh, Pennsylvania.

Eliot Freidson, Ph.0D., Chairman, De-
partment of Sociology, New York
University, New York, New York.

HNorman Garmezy, Ph,D., Department
af Psychology, Center for Personality
Resparch, University of Minnesola,
Minneapalis, Minnesota.

Rachel Gittleman-Klein, Ph.D,, Direc-
tor, Child Development Clinic, Long
lsland Jewish Hillside Medical Cen-
ter, Hillside Mivision, Glen Oaks,
MNew Yurk.

Donald Gooadwin, M.D., Professar and
Chairman, Deparient of Psychiairy,
University of Kansas Medical Center,
College of Health Sciences and Hos-
pitals, Kansas City, Kansas.

william A, Hargreaves, Ph.D., Direclor
of Program Evaluations, Langley For-
ter Institute and Pepartment of Psy-
chiatry, University of Califernia, 5an
Francicsa, California.

Seymour 5. Kety, M.D., Director, Lab-
oratories for Psychiatric Research,
Mailman Research Center, MclLean
Hospital, Belmont, Massachusetts.

Eleanor 5. Kohn, Chair, Mational Re-
search Committee, Mational Mental
Health Association, Danbury, Con-
neclicul.

Lee Robins, Ph.D., Professor of 5ociol-
agy. Depanmenl of Psychialiy,
Washington University, 5t Louis,
Missouri.
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Rithatd F. Tlyimgson, Plit), Degait
imvestit of Paye hublilogy, Uilvesily ol
Ualifisrritey gt Tvivie, Tivine, Califombg,

Preventlon:

Geange W, Albwe, Ph.), Coordinaor;
Presfossise of Paythology, Upleotsity
uf Yerrtonl, Hurlingtun, Venmunt,

Hethatd Lo llloon, PRI NS Hyy.,
Prisfossur uf Psyihology, Unlveisity
il Colotady, Bouldet, Cototady.

Eisie Biowssatd, M0, De B, Prafes:
sof of Public Health Paychiatey,
Graluate Schoul ol Public lreslth
atd Assiciate Professor of Child Ty-
thialty, School uf Mediting, Uniser:
sty of Pitshutgh, Pittshurgh, Penn-
sylwitslid

Emuory 1. Cuwen, AL, Pridesan of
Paweholupy ad Paychitatey and G-
titiup, Universlty of Hog fiessler,
Rochester, New York

. LHenmeyorKimlbing, PR Principal
Research Scientist, Depoatmient of
Medical Genetics, New York State
Paychiathic Institide, Now York, Mew
York,

Errvsto Gomez, MAW,, B Cepito del
Barriu, San Anlonly, Texas.

Donald €. Klein, P13, Consultant,
Ellicute City, Maryland.

Roy Menninger, MUY, Prosidenl, The
Menninger Foundation, Topekd, Kan-
s,

Vera 5 Paster, PhI), Acting [3itecior.
HBureau of Child Guidance, New
Tork City lluatd of Education, Miw
Yok, Mew York,

lohn Heilly, 1.12., Patner, Winstan and
strawn, Washington, 0.C,

Vivian K. Rubinger, Founder, Palm
Heach County Comprehensive Com-
munily Mental Hialth Center, tnc.,
Wesl Palm Bleach, Florida.

Public Attitudes and
Use of Media for
Promotion of Mental
Health:

Steve Allen, Co-coordinator; Come-

dian, Compaser, Songwfiter, and Au-
thor, Encing, California.
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Phierbee Wallek, Vet Gattfiiatenr; by-
veulive Vice Protcduit, Lieolier, b,
Dhanbiary, Comiebigt,

Muiitesis ity i, Nessw aiian, WO
1V, Wahitgtion, |3 (.

Pogty Chatren, Uhedol, Attian e
Chitlleenss Tolovivian, Newdoanvills,
Massathusetts,

Reliert H, ¢ hodle, Prsiedebt, C ol
on Chiljren, Media aive Men bandis-
g, Whishlngions, 136

Bl K. [ lglan, Esedtive Dirsedor, ¢ s
Iy O, Hew York, Neew Yok

David Ungtort, Fourding € haviman,
Thet Cuiieis Toe Produaer s, Waites,
atied | Mtectors, Lon Angeless, € dlifor-
fla.

Hatoll H Frank. PPhU3, Awaniate
Uean, Apnienborng Schast of Come
il Ahgns, Univespity 8 Peninsyt.
vaisid, Pheladelpbil, Pevisslvarla.

William M. Hatvey, b, Dieector,
Marcutic servico Coungilof M Touly,
sE Lowds, Missour,

lohn 1. Iselin, Prosicleny, VWNET.TY,
Chatinel 13, Now Yok, Sow York

Gen dusepl, Contribatingg Lebitoe, Thie
Minnoapiahs Tnining, Minteapolis,
Minnesol.

Elrer W lower, Broadead Jarealisg,
New York, Mew York

Paul Shields, Broadosst lourmalist,
WAGLAIY, Storee Hinadeasting
Company, Atlanta, Ceprga .

Role of the Arls in
Therapy and
Environment:

Huth Asswa-Lanier, Arist, =an Fran.
v, Californn,

lome Baichilon, M0, Chmal Profes
sonUniversity of Calosale Mesdical
Center, Denver, Colewieda

juidith Buringy, [7TH, Prosiderel, Americ
can Dange Thenpy Assaoation,
Membier, Al iante of the Aresand An
Therapies, Columbia, Moyl.ind,

Joan Erkson, U103, Agist, Witer, Ti
buran, California,

Jamake Highwater 1Blyc kfeetiC bero.
keel, Writer, Art Advisory Board,
Americ an fndian Community Hense,
Mew York, New York,

€

. ternaeed facksun, EiRscdor, ey Uity
Cultural Conier, Los Apgedes, Calile-
iy

Keritisth Lash, MCAL Direttest, Fhirman.
itles Program, Ubiversity of BNoivbioen
Luwa, € vl Fath, liw,t

Habiie Ostinff, LM, Cooldinatol, Aits
afil [fuman Servlees Seclalization,
Massac husethy Callege of A, Biston,
Ao Bisaits,

Mayor Sppivack, Dleetor, Unit of avie
ronrientil Analysls b Deslgn, Lib-
olituty of Capintunity Paycliaby,
Uepatieent of Paychidey, Hatwird
Mudical Schoal, Cambildue, Massa-
1 husedis,

Jenafer Thaell, QTR Chtef, Therdpetic
ald Voodtional Redubsilitation Sety-
i s, 5L Vieents Hospilad and Mud.
wal Cenlet, Now York, New Yuik.

State Mental Health
Issues:

lames 1), Bray, M., Coadinatat; Ad-
milnisirator, Mentsl Health Division,
Depattment of Humah Hesoutets,
Sdlem, Olegon,

Hornie Armisttong, Spetial Asslstant for
Human Resyutces, Washington OF-
fice, Stale of Florida, Washington,
3.0

Moredith Davis, Ditector, Divislon of
Montal Healih and Menlal Rotarda-
lian, State Office Building, Plerte,
South [Jakota,

Roben deVite, M. D, Directer, Meptal
Health and Developmenlal Disabsili-
fiem, Chicago, Minois,

. Duane Hensley, Mh.0), Directar,
frepanment of Mental Health, jeffer-
soof Cily, Missour,

M. Cail Mo, (ffice of the Governar,
State House, Providence, Rhode k.
larl.

Timathy Muritz, M1, Director, [Je-
pattmient of Mental Heallh and Men.
til Retwrdation, Columbas, Ohio.

Robetl L Okin, M.D., Commissloner,
Department of Mental Healib, Bos-
ton, Muassichusetts,

Muriel Taylor, M0, Commissioner,
State Department of Menial Heatth,
Olymg'a, Washingion,
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Lialson Task Panel on
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